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BOOKS 

Every physician who has a good mind can 
gain knowledge and acquire wisdom by reg- 
ularly spending a little time with his books 
each day. Even the swift march of science 
cannot leave him far behind if he faithfully 
pursues his intellectual obligations. No phy- 
sician has a right to deal in human lives 
without keeping up with his profession. The 
physician who tries to get on without books 
is bound to become as blank as Rip Van 
Winkle after the long sleep. When it is too 
iate to climb out of Sleepy Hollow he awak- 
ens with a sad realization of his unpaid debt 
to humanity and hopelessly accepts his in- 
tellectual rags. 


There is no excuse for such poverty. Fifty 
years ago Osler said, “For the general prac- 
titioner a well-used library is one of the few 
correctives of the premature senility which 
is so apt to overtake him. Self-centred, self- 
taught, he leads a solitary life, and unless 
his every-day experience is controlled by 
careful reading or by the attrition of a med- 
ical society it soon ceases to be of the slight- 
est value and becomes a mere accretion of 
isolated facts, without correlation. It is 
astonishing with how little reading a doctor 
can practise medicine, but it is not astonish- 
ing how badly he may do it.” 


Those among the general practitioners 
who think there is no time for books should 
read the story of Francis Adams who in the 
middle of the last century covered a wild 
cutlying district in North Scotland en horse- 
back and found time to read. 


After his day’s work was done he made 
his invalid wife comfortable, helped his 
children with their Latin and Greek and 
then went to bed with his books. This was 
Francis Adams of Banchory. Out of that 
bed; from that union of mind and books 
came the only complete English edition of 
Hippocrates. Many other great translations 
vere conceived and born through the same 
vooing of the immortals. Not only did 
‘rancis Adams go to bed with his books, he 
vent to his patients with them in his mind 
nd in his pockets. It was not uncommon to 


see him reading on horseback as he went 
about his work. 

Spurning the offer of a University of 
Aberdeen Chair in the classics he clung to 
his practice and his books in behalf of his 
patients. 

Richard DeBury said, “O Books! ye alone 
are free and liberal. Ye give to all that 
seek, and set free all that serve you zealous- 
ly.” 

John Milton’s opinion contains good med- 
icine: “For Books are not absolutely dead 
things, but do contain a potency of life in 
them to be as active as that soul was whose 
progency they are; nay, they do preserve 
as in a vial the purest efficacy and extraction 
of that living intellect that bred them.” 

Finally, William Osler’s advice to all phy- 
sicians was, “Before going to sleep read for 
half an hour, and in the morning have a book 
open on your dressing table. You will be 
surprised to find how much can be ac- 
complished in the course of a year.” 





THE OKLAHOMA MEDICAL 
RESEARCH FOUNDATION 


On July 1, the offices of the Foundation 
were moved to the splendid new building on 
the Medical School grounds. Ground is be- 
ing broken for the associated Research 
Foundation Hospital. 

These buildings represent the material ex- 
pression of a people imbued with the cause 
of scientific progress, aroused in behalf of 
human weal. This evidence of their interest 
places a great responsibility upon those en- 
trusted with the administration of this 
great adventure. 

To emphasize this responsibility, we quote 
the following words from Pavlov. When 
great sums of money were being spent in 
support of his laboratory he said, “I worry 
all the time whether our scientific work will 
justify these expenditures. We must work 
hard, strain every fibre. More devotion; 
greater effort!” 

This spirit should animate the efforts! of 
all who accept the privilege of working with- 
in the walls of these splendid buildings. 
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MEDICAL EDUCATION 


The medical profession and the people at 
large would have a better understanding of 
their mutual problems and would be less 
critical of medical education, if the true pur- 
poses and policies of medical schools were 
better known. For at least 40 years the one 
goal in medical education has been the pre- 
vention of disease, the scientific treatment 
of the sick, and the preservation of health. 


Unfortunately, many people seem to have 
the impression that medical educators pur- 
posely limit the number of medical grad- 
uates. These critics of medical education do 
not know that medical schools, under the 
rules and regulations expressly designed to 
achieve the above mentioned goal, are limit- 
ed by both physical and financial limitations. 


Perhaps the best way to follow the prog- 
ress of medicine and medical education is 
to study textbooks such as William Osler’s, 
“The Principles and Practice of Medicine” 
which first appeared in 1892. This great text 
has passed through 16 editions and the 17th 
is now on the press. Other modern texts in 
the same field though not so rich in their 
traditions and length of service tell the same 
story in connection with scientific progress 
and medical education. 


“Considering the obvious problems con- 
fronting the medical authors and teachers 
and deans of medical schools who have the 
considered aid of the Council on Medicai 
Education and the Association of American 
Medical Colleges, it is surprising that an 
aroused but uninformed public finds it diffi- 
cult to understand the limitations, policies 
and practices of medical schools. 


“Perhaps the most serious current diffi- 
culty is the matter of costs. The nature of 
scientific progress has multiplied the cost 
of medical education, and the changing socio- 
economic conditions have resulted in dimin- 
ishing returns from private donations, en- 
dowments and foundations. In addition to 
the life and death values in medical educa- 
tion, the people have a more possessive 
interest than they realize. It is by far the 
most costly of all types of education. The 
student capacity of medical schools is limit- 
ed largely by physical facilities which can- 
not be increased without large sums of 
money. More buildings, more equipment, 
more laboratory space, more hospital beds 
and more outpatient facilities are among 
the requirements. The tuition fees can never 
approach the necessary costs. The people 
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who clamor for more doctors must realize 
that the first requisite is more dollars. Today 
our chief concern hinges upon the increas- 
ing costs. Up to now the schools have been 
able to meet the high costs but how to meet 
still higher and higher costs is a difficult 
question. 


This naturally leads to a discussion of ad- 
missions to medical schools. Out of the 
thousands who apply only hundreds are ac- 
cepted. Even with a catastrophic lowering 
of standards it would be impossible to take 
all who apply or even all who are scholas- 
tically qualified. While this great problem is 
being seriously considered by medical edu- 
cators and the regularly constituted agencies 
interested in medical education, the schools 
are being blamed by the public for not ad- 
mitting more students and turning out more 
doctors. If the popular advocates for more 
graduates only had a full knowledge of med- 
ical education, plus one year’s service on the 
dean’s admissions committee, they would 
forever hold their peace.” 


Conscious of many imperfections and 
many unsolved problems with undetermined 
potentialities, medical schools under the di- 
rection of the Council on Medical Education 
and the Association of the American Medical 
Colleges are sponsoring a three-year survey, 
with the avowed purpose of building a medi- 
cal curriculum that will meet the needs of 
the American people. 


In addition to continuous striving for bet- 
ter service, this plan is representative of 
periodic organized efforts to bring about im- 
provement. This has been the case since the 
first self imposed housecleaning accompanied 
by the Abraham Flexner investigation of the 
155 existing medical schools was initiated 
in 1907. Flexner was working with the 
Carnegie Foundation for the Advancement 
of Teaching. His report resulted in the 
closure of many schools and the elevation of 
standards for those remaining in the field. 
Since the reforms set in motion at that time, 
there have been no radical changes but sur- 
veys, reports and recommendations have 
helped to establish minimum standards, 
methods of procedure and desirable goals. 
Those who read these reports must be im- 
pressed with the purposes and ideals which 
invariably champion the public weal. 


It is hoped that this brief discussion may 
help those who read, to realize that the task 
of medical education is a complex one, and 
that many unselfish medical teachers and 
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deans of medical schools with the help of 
two great volunteer agencies, The Council 
and The Association of the colleges, are con- 
tinuously striving to fathom the complex- 
ities and to effectively apply the accepted 
principles and practices. 

The members of the State Medical Asso- 
ciation in their respective communities must 
help educate the people with reference to the 
problems confronting the medical schools. In 
Oklahoma this is very important. We must 
look to the legislators for appropriations to 
keep the medical school on a sound basis. The 
legislators listen to the voters, therefore, it 
is necessary to stir the soil at the grass roots 
where the voters live. 


1950 TULSA MEETINGS 

On September 28 the annual state meet- 
ing of the Oklahoma Tuberculosis Associa- 
tion meets in Tulsa. In spite of all the agita- 
tion about the falling death rate from tuber- 
culosis and the new drugs employed in the 
treatment of the disease, this is no time to 
rest on our oars. The physicians in Okla- 
homa should do everything to aid the State 
and local tuberculosis Associations in their 
fight against tuberculosis. They should sup- 
port all organized efforts against the disease 
and encourage attendance at the state meet- 
ing and do what they can to stimulate in- 
terest in the Christmas Seal Sale which will 
soon be upon us. 

The Oklahoma-Arkansas Regional Meet- 
ing of the American College of Physicians 
meets in Tulsa September 30. A most in- 
teresting one day program, dealing chiefly 
with recent advances in medicine, has been 
prepared. The guest speaker, Dr. Walter L. 
Palmer of Chicago will address the meeting 
at 3:00 p.m. This promises to be an interest- 
ing and profitable experience for everyone 
who attends. 

On October 19, 20, and 21, the Oklahoma 
State Nurses Association will conduct its 
annual session in the City of Tulsa. It is 
doubtful if, on the whole, physicians fully 
realize the importance of the _ registered 
nurse in the pursuit and the progress of 
medicine. It is well to pause and give her 
i hand and wish her Godspeed. What would 
ve do without the nurse at the bedside, in 
the home, in the hospital, in the field of 
public health and on the battlefront? How 
vould it be if she were not at the super- 
visor’s desk, at her post in the nurses train- 
ng school, in physicians’ offices, in the 
linic, and in the operating room? Truly 
vhat would physicians and patients do with- 
ut nurses? 
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RESEARCH 


Our Research Institute is rapidly ap- 
proaching completion. Full preparations for 
the Foundation’s initial - efforts are well 
under way. The plant is complete and mod- 
ern in every respect. 


Research investigators chosen for work in 
the laboratories of this Institute will be 
among the most favored in the world, inso- 
far as opportunity for original research is 
concerned. Never before have such workers 
been so favored in physical facilities and 
scientific freedom. In the past there have 
been times when the pay for the pursuit of 
truth was persecution, imprisonment, exile, 
suicide or execution. Yet in spite of all dif- 
ficulties we have witnessed the victory of 
mind over matter, of science over disease. 


It is presumed that we may count on the 
traditional seeking after truth without un- 
due regard for its market value. We are not 
expecting a Murine vase or a sack of gold 
but a scientific truth. 


With the glorious record of scientific 
achievement to cheer us and the propitious 
launching of this great research enterprise 
we extend good wishes and predict great 
things. 





MEDICAL PRECOCITY 


A few days ago while walking to his 
office the writer was joined by his neighbor's 
seven year old daughter. As we passed her 
home, the child’s younger sister was playing 
in the front yard with a hammer and nail. 
My companion without saving a word 
snatched the nail away and threw it across 
the hedge. Nonchalantly she continued the 
family gossip until we came to end of the 
block. When she was ready to turn back 
I took the initiative and said, “Don’t you 
think it was rude to jerk the nail away from 
your little sister without saying a word.” 
“Yes, but Mother has told her not to play 
with nails, and besides it was rusty and she 
might have to take tetanus shots.” 


As I entered the elevator on the way to 
my office, a mother was almost strangled 
by the frantic grip of the babe in arms as she 
screamed bloody murder. Apologetically the 
mother said, “She knows you are a doctor 
and expects a shot.” 


Obviously the dissemination of knowledge 
is not wholly dependent upon Whitaker and 
Baxter. 
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THE CRIPPLED LUNG” 


JOSEPH W. GALE, M.D. 
MADISON, WISCONSIN 


Suddenly deprived of the sources of 
nourishment and oxygen that had _ been 
furnished through the blood stream of the 
mother, the newborn infant exists as an 
individual. Oxygen must be provided quickly 
if life is to be maintained, and this comes 
through the development of independent 
respiratory movements. At the inception of 
respiration a vital function becomes estab- 
lished and must be continued. 

The mechanics of respiration are complex 
and deserve more than passing comment. 
The independent respiratory movements of 
the infant are adequate to supply the neces- 
sary oxygen but are not as efficient as they 
later become. The lungs and thoracic cage 
are about of equal size. The thorax enlarges 
rapidly during the first few weeks of life in 
contrast to the underlying lungs. This pro- 
duces an increased surface tension between 
the visceral and parietal pleural surfaces. 
Even at rest this tension exists, and the 
lungs are constantly trying to pull away 
from the surrounding enveloping walls. If 
a needle is inserted into the intrapleural 
space when the lungs are at rest, a reading 
on a manometer will show a negative pres- 
sure of —3 to —5 em. of water. During in- 
spiration the negative pressure will increase 
to —7 to —9 cm. of water. As expiration 
follov s, the reading on the manometer will 
return to the original level. Forceful respira- 
tion will cause much greater variations in 
the readings. 

Intrapleural and intrapulmonic pressures 
are often considered identical. This is not 
true. At rest, the intrapulmonic pressure is 
( or atmospheric. During inspiration the 
pressure within the lungs becomes sub- 
atmospheric as the lungs enlarge with the 
thoracic cage. The decrease in pressure is 
continued until the lungs are inflated, at 
which time atmospheric pressure is_ re- 
established. At the beginning of expiration 
the chest wall and underlying lungs rapidly 

*Presented before the Section on Surgery at the Annual 
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decrease in size, forcing the air out through 
the trachea at a pressure above that of the 
atmosphere. Coughing, straining, and heavy 
exercise will increase these pressures re- 
markably. 

The thorax, a semirigid cage which 
furnishes protection to the underlying struc- 
tures, is most important because of its con- 
tribution to respiratory movements. The ribs 
at the apex are very short but lengthen 
gradually as the lower thorax is reached. 
All ribs are hinged directly or indirectly to 
the spine or sternum in a way which enables 
them to move quite freely as necessity arises. 
The movement at the apex is quite limited 
while that at the base is marked. 


Several groups of muscles are responsible 
for respiratory movements, but the three 
most important ones are the diaphragm, 
intercostals, and scalenes. The diaphragm 
contracts and descends during inspiration, 
thereby increasing the size of the thoracic 
‘age longitudinally and accounting for ap- 
proximately one-half of the total inspired 
air. The intercostal muscles contribute to 
the enlargement of the thoracic cage in the 
anteroposterior and lateral diameters, the 
external intercostals contributing most to 
inspiration and the internal group to ex- 
piration. The scalene muscles offer an ancho1 
to the upper two ribs against the force of 
the external intercostals and at the same 
time contribute to the cephalad shift of the 
apex. 


The movement of the lungs is often com- 
pared to the action of bellows but is more 
complex. The structure of the lungs pre- 
vents simple inflation and deflation. The 
hilar regions consist chiefly of bronchi, 
blood vessels, etc., and very little paren- 
chyma. As the periphery is approached, 
more and more functioning tissue is en- 
countered until it reaches a maximum in 
the terminal one to one and one-half inches 
of tissue. During inspiration the thoracic 
cage enlarges in all directions, and _ the 
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trachea and bronchi elongate moving down- 
ward and forward. The peripheral portions 
of the lungs can then slide forward and 
downward inflating simultaneously. This 
movement permits the central and medial 
portions to inflate according to their struc- 
tural capability. With the onset of expiration 
deflation occurs in the same sequence. 

If a patient’s respiratory system is to be 
evaluated, certain factors should be kept 
in mind to serve as a base from which to 
work. An average individual at rest will 
inspire and expire around 0.5 liter of air. 
Approximately 30 per cent of this is used 
to fill the larger bronchial passages. The 
air traveling in and out of the lungs during 
quiet respiration is known as the tidal air. 
During deep breathing more air is moved. 
The maximum amount of air that can be 
inspired over and above a normal inspiration 
is known as complemental air and is roughly 
two liters. An individual is also capable of 
expiring a larger amount of air on forced 
expiration. This is known as supplemental 
air and is about 2.5 liters. The respiratory 
reserve of an individual is therefore ac- 
counted for to a great extent by the com- 
bined value of the complemental and sup- 
plemental air (4.5 liters). These combined 
with the tidal air are spoken of as the vital 
capacity. 

Complete emptying of the lungs cannot 
be produced voluntarily during life. Air al- 
ways remains after maximum expiration. 
This is known as residual air and amounts 
to about 1.5 liter in a normal individual. It 
performs a most important physiologic 
function in that it insures constant contact 
between the air and alveolar walls permit- 
ting the absorption of oxygen and elimina- 
tion of carbon dioxide. If the lungs were 
entirely emptied during expiration, there 
would not be sufficient time for this vital 
exchange to occur. So long as the normal 
physiologic functions involving the cardio- 
respiratory system remain intact, the body 
is assured of an adequate oxygen supply 
under ordinary circumstances. If any path- 
logic state exists in either the circulatory 
” respiratory system, the intricately ad- 
justed mechanism is altered and inefficiency 
results. This paper is primarily concerned 
with the pathologic states which occur in 
the pulmonary system and their adverse in- 
fluences. 

Congenital abnormalities of the lungs are 
rare. Agenesis may occur infrequently. The 
‘emaining lung hypertrophies and fills both 
leural cavities with little discomfort to the 
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individual. Just how efficient the one lung 
will become in performing double duty in 
later life has not been determined. 

Congenital cystic disease of the lung is 
being seen and diagnosed with increased 
frequency. The cysts may involve both lungs 
or only a part of one lung. They may be 
small or large, with or without communica- 
tion with the bronchi. Other congenital ab- 
normalities may be present. Any infant who 
suffers acute or sudden dyspnea and cyanosis 
should be examined carefully for cystic dis- 
ease. Large solitary cysts with a valvular 
mechanism so arranged as to permit air to 
enter on inspiration and be retained on ex- 
piration may produce a_ tension pneumo- 
thorax which will exert sufficient pressure 
on the lungs to reduce their function to a 
point where life cannot exist. In other in- 
stances the extent of the disease may be so 
widespread that very tittle functioning lung 
tissue is left, and the patient may fall an 
easy prey to respiratory infection. 

Trauma may reduce respiratory efficiency 
in various ways, depending upon its inten- 
sity. Blows on the thoracic cage often result 
in only muscular soreness, while more severe 
injury involving the ribs produces great 
pain, thereby limiting free respiration. If a 
sufficient number of ribs are injured and 
the semi-rigid support is lost, a flail chest 
exists, and severe respiratory embarrass- 
ment will result. Each time inspiration oc- 
curs the chest wall collapses instead of en- 
larging. This produces a paradoxical move- 
ment resulting in an incomplete aeration of 
the lung on the injured side. If a compound 
fracture of a rib is present and open pneu- 
mothorax results, the underlying lung col- 
lapses. The effect is also transmitted to the 
opposite lung with almost equal intensity. 
The two lungs, although separated by the 
mediastinum, respond to alterations in in- 
trapleural pressure in the absence of dis- 
ease as though they occupied a single space. 
This is because of the flexibility of the 
mediastinum. The ability of the individual 
to survive such injury will depend upon the 
size of the opening in the chest wall and the 
possibility, through forced respiration, of 
maintaining adequate air exchange. Bilateral 
open pneumothorax is compatible with life 
providing the openings in the chest wall are 
not too large. Hemorrhage in the pleural 
cavity following trauma will produce col- 
lapse of the ipsolateral lung, the degree of 
the collapse being dependent upon the size 
of the hemorrhage and effusion. At times 
this may be complicated by the collection 
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of air in the pleural space. If the air can 
escape during expiration severe symptoms 
may not occur; but if air is trapped and 
continues to increase under tension, the ac- 
companying lung will be collapsed first, only 
to be followed by a shift of the mediastinum 
to the opposite side with resultant collapse 
of the contralateral lung and death from 
asphyxia. 

The treatment of traumatic chest wounds 
if carried out promptly and sanely will be 
successful in a high percentage of cases. 
Superficial wounds react well to drugs in 
sufficient quantity to control pain. Uncom- 
plicated rib fractures can best be treated by 
the injection of a small amount of one per 
cent novocain at the site or sites of fracture. 
Frequently one injection will suffice; if not, 
it can be repeated. Patients in this category 
derive little benefit from strapping with ad- 
hesive plaster. 

Severe injuries involving the thorax, re- 
sulting in a flail chest with paradoxical res- 
piration, demand fixation of the chest wall. 
Wires or towel clips placed so as to be firmly 
fixed in the ribs and incorporated in a body 
cast and allowed to remain until healing ad- 
vances sufficiently to prevent movement will 
often save lives. 


The care of the injured lung with compli- 
cating hemorrhage resolves itself into one or 
two phases. Treatment of shock and aspira- 
tion of the blood from the pleural space are 
most important. The lung, if kept expanded, 
will frequently stop bleeding and will per- 
form useful respiratory function. In ad- 
dition, through obliteration of the dead space 
the lung is kept in contact with the parietal 
pleura, and small bleeding points in_ the 
chest wall may be brought under control. 
If complicated by a tension pneumothorax, 
continuous suction must be carried out brisk- 
ly enough to expand the lung in spite of the 
leak. Often after a few hours it will become 
sealed. If marked bleeding continues in spite 
of frequent or continuous aspiration and 
shock has been controlled, a thoracotomy is 
indicated at which time the offending vessel 
can be ligated under direct vision. Failure to 
carry out these procedures may result. in 
an empyema or a permanently collapsed lung 
which will necessitate decortication at a 
later date or even loss of life. 

Inflammatory diseases account for a great 
proportion of crippled lungs either as a re- 
sult of their immediate effect or as sequelae. 
Lobar pneumonia produces an intrinsic ef- 
fect on respiration. The alveoli and bron- 
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chioles are involved in an acute inflamma- 
tory process which renders them function- 
less. The blood vessels remain patent and 
continue to carry blood to the diseased lobe 
where it cannot be oxygenated but has to re- 
turn with a very low oxygen saturation to 
be mixed with the well aerated blood from 
the functioning areas. This accounts for a 
reduction of the oxygen saturation of the 
blood from the normal areas, the amount of 
reduction depending upon the extent of the 
disease. If the involvement is severe enough, 
grave anoxemia will result. In bronchopneu- 
monia smaller and more widespread areas 
of lung tissue are rendered useless due to 
plugging of the bronchioles and alveoli with 
exudate, but the terminal effect is similar 
to that encountered in lobar pneumonia. This 
is frequently more serious because of a more 
extreme oxygen desaturation of the arterial 
blood. These diseases when uncomplicated 
are of short duration and if given proper 
medical treatment soon permit the return of 
normal pulmonary function. The most com- 
mon surgical complication associated with 
pneumonia is empyema, which if not given 
prompt definitive treatment will leave the 
lung in a collapsed and functionless state. 
Infection of the pleural space usually oc- 
curs as a complication of bronchopneumonia 
and as a_ sequel to lobar pneumonia. 
Empyema is not frequent since the discovery 
of penicillin and sulfa drugs, but it occurs 
often enough to deserve attention. In early 
stages it occurs as a serous or serosanguin- 
eous pleurisy. The patient is usually very 
ill with the primary disease (pneumonia) at 
that time. Later, as the pulmonary condi- 
tion improves, the fluid in the pleural cavity 
thickens and ultimately becomes frankly 
purulent, at which time it is spoken of as 
empyema. If aspirations and drug therapy 
have not controlled the formation of the 
fluid and permitted the lung to remain fully 
expanded after a two-week period, depen- 
dent and adequate open drainage is manda- 
tory. If fluid is allowed to remain and splint 
the underlying lung in the collapsed position, 
fibrin will collect on the pleural surfaces, 
organize into fibrous tissue, and form a rigid 
peel which will render the involved lung 
functionless or badly crippled. Drainage, 
carried out once the peel has formed, will be 
of no avail since the lung cannot expand. 
Originally, in such cases, the space-had to 
be obliterated to accomplish healing. This 
was done by removing long segments of ribs, 
muscle bundles, and parietal pleura so that 
the soft tissues of the chest wall could be 
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brought in apposition with the collapsed 
underlying lung. During World War Il a 
procedure known as decortication was popu- 
larized. This operation consisted of opening 
the chest and removing the fibrous peel 
which held the lung in the collapsed position. 
Immediate expansion was obtained and 
maintained by suction through a_ small 
catheter in the chest wall. The patient re- 
covered when otherwise he would have been 
a respiratory cripple. The need for decorti- 
cation should seldom arise in empyema if it 
is diagnosed in time and adequately treated. 

Bronchiectasis, a chronic inflammatory 
disease, is usually acquired following acute 
respiratory infections and acute exanthe- 
mata. The bronchi become dilated due to 
destruction of their supporting walls. Not 
infrequently they are lined with granula- 
tions which have entirely replaced the bron- 
chial epithelium. These granulations are 
constantly bathed by purulent secretions 
which at times are very putrid. The puru- 
lent material is coughed up in very large 
quantities, especially soon after arising in 
the morning. Severe repeated hemoptysis is 
not infrequent. It is a progressive disease 
and may destroy the function of an entire 
lobe or lobes of the lung depending upon 
its distribution. Individuals thus afflicted 
are subject to recurrent bouts of respiratory 
infections and pneumonia, each attack add- 
ing to the damage already existent. The low 
grade toxemia added to the mechanical de- 
struction of the pulmonary tissue will in 
extreme cases lead to amyloidosis. The 
treatment of bronchiectasis has varied a 
great deal, and nearly every remedy has 
been tried with indifferent results until re- 
moval of the diseased tissue was accomplish- 
ed. At first the removal of a diseased lobe 
or lobes was associated with a high mortali- 
ty, but with the refinements of surgical tech- 
nique and the use of penicillin the mortality 
following such operations is no higher than 
that of gastric resection. Resection should be 
carried out early, when the disease is limit- 
ed to one lobe. 

Lung abscess may be acute or chronic. In 
the former case it begins with the acute 
symptoms of pneumonia. Any distinction be- 
tween the two diseases is impossible in the 
early stages. Later, with localization, ex- 
cavation, and the signs of copious sputum, 
the diagnosis becomes obvious. The causes 
f lung abscess vary. Influenza, pneumonia, 
particularly the aspiration type, foreign 
ody, and tonsillectomy are the most com- 
mon etiological agents. The acute phase is 
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accompanied by pneumonitis and grave 
toxemia. Destruction of lung tissue is often 
localized to one lobe but an entire lung may 
be involved. In extreme cases gangrene de- 
velops and causes early death. Most abscess- 
es of the lung react like the ordinary 
furuncle and pass through the usual stages 
of inflammation. About 50 per cent heal 
spontaneously. The other 50 per cent con- 
tinue to produce the signs and symptoms of 
a chronic inflammatory process consisting of 
fever, purulent sputum, and low grade tox- 
emia. These signs and symptoms are the re- 
sult of inadequate drainage of the abscess 
or abscesses. Each factor is contributory to 
a crippling effect upon the lung. Various 
forms of therapy have been used in the 
treatment of chronic lung abscess but the 
most successful has recently been shown to 
be resection of the diseased area or lobe. 
The treatment in lung abscess is little dif- 
ferent from that used in bronchiectasis. The 
two diseases are frequently indistinguishable 
as separate clinical entities. In most in- 
stances they are both present. 

Tumors involving the respiratory system 
can be classified as intrinsic and extrinsic, 
each type producing a crippling effect upon 
respiration. 

The most common intrinsic tumor is 
bronchogenic carcinoma. This lesion is most 
frequent in the male after the fifth decade. 
It usually occurs in one of the large bron- 
chial passages and remains asymptomatic, as 
does carcinoma of the stomach, until com- 
plications arise. The most common of these 
are bronchial obstructions, infection, atelec- 
tasis, and pulmonary damage. In fact, bron- 
chogenic carcinoma is often marked by the 
signs and symptoms of the resultant infec- 
tions; namely, bronchiectasis and lung 
abscess. The early signs and symptoms are 
characterized by their vagaries; and unless 
the clinician is aware of the possibilities 
and takes every precaution to rule out the 
cause of these warning signs, the patient 
will soon proceed to the terminal stages of 
the disease before treatment is instituted. 
The only possible answer to this problem is 
to rule out new growth (bronchogenic car- 
cinoma) in every patient who has_ had 
hemoptysis, change in character of cough, 
chest pain, loss of weight, and dyspnea. 
These can be easily evaluated through a 
thorough examination utilizing X-ray, 
bronchography, bronchoscopic examination, 
and Papanicolaou stains. Less than one- 
third of the cases of carcinoma of the lung 
which have come to the surgeon can be 
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given more than palliative treatment. This 
deplorable circumstance is due to two fac- 
tors, namely: 1. Carelessness on the part of 
the physician, and 2. neglect of the patient 
in seeking advice when the early symptoms 
occur. Carcinoma of the lung if seen early 
can be cured by resection like carcinoma of 
the breast, and the final results are better 
than those obtained following resection of 
the stomach for gastric carcinoma. 

The most common tumor of a benign na- 
ture and that which occurs in the fourth 
and fifth decades of life is bronchial 
adenoma. It may be found in the trachea 
or large bronchi and is most common in the 
female. It is insidious in onset and the first 
warning of its presence may be copious 
hemoptysis. If this does not occur, obstruc- 
tive signs in the form of atelectasis, lung 
abscess, bronchiectasis or emphysema may 
follow. Much discussion has arisen as to the 
exact nature of these tumors and their path- 
ologic character. There is evidence which 
shows that some become malignant and 
these are characterized by their recurrences. 

tegardless of this, their complications due to 

obstruction result in depletion of pulmonary 
function and removal or resection is manda- 
tory. The earlier definitive treatment is em- 
ployed the more sure one can be of the na- 
ture of the tumor and the reduction of com- 
plications. 

Extrinsic tumors, particularly those in- 
volving the mediastinum, are numerous and 
the most common will be mentioned. Der- 
moid and teratoma of the mediastinum are 
often confused since both occur and produce 
symptoms at the same time in life, usually 
between 20-30 years of age. Dermoid should 
be thought of as a tumor arising from a 
single germ layer consisting of the epi- 
dermis, derma, and derma glands; while 
teratoma consists of tissue derived from 
more than one germ layer, such as bone, 
cartilage, thyroid, gastrointestinal tract, etc. 
Both tumors grow silently and may become 
quite large, pushing the lung to the side and 
frequently causing diminution of function of 
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most of one lung. The most common symp- 
toms of dermoid are pressure, dyspnea, and 
cough which may be productive of hair due 
to ulceration of the tumor into the trachea. 
These tumors are most frequently found in 
the anterior mediasiinum but may occupy 
the entire pleural cavity. A teratoma is more 
likely to undergo malignant changes, and 
once diagnosed should be removed. 


Other tumors of the mediastinum, which 
include lymphomata, thymoma, cysts, neuro- 
fibromata, thyroid adenomata, and 
aneurysms, may through their location and 
size cripple respiratory function. Each of 
these must be treated in the accepted man- 
ner. Likewise, other inflammatory diseases 
including fungus infections, adenomatosis, 
tuberculosis, etc., too numerous to mention 
in this paper, must be seriously considered 
for their marked effect on the efficiency of 
pulmonary function. 


It becomes obvious that many conditions 
including trauma, inflammation, and new 
growths alter the physiologic adjustment of 
the delicately balanced respiratory system. 
The most common of these have been men- 
tioned and their treatment discussed briefly. 

During the past 15 years the progress of 
chest surgery has been rapid. Diagnostic 
procedures of a specific nature are available 
to help the physician establish an early and 
correct diagnosis. Failure to utilize all 
methods available to the physician bespeaks 
a sin of omission. It is no longer excusable 
to watch and procrastinate in the treatment 
of diseases involving the respiratory system, 
for to do so invites disaster, particularly in 
the presence of new growths. Many surgeons 
are now trained in the field of thoracic sur- 
gery. Extensive experience has been gained 
during the development of this specialty. 
Patients can now be operated upon safely 
even though the disease present requires the 
removal of one lung. Knowledge of the 
availability and safety of this type of treat- 
ment is mandatory for the modern practice 
of medicine. 





VISIT YOUR NEW EXECUTIVE OFFICE 


1227 Classen 


Phone 79-1648 





Oklahoma City, Oklahoma 


























vw v ™ «© 















September, 1950 


JOURNAL OF THE OKLAHOMA STATE MEpDICAL ASSOCIATION 


INDICATIONS FOR AND RESULTS OF KERATOPLASTY* 
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CHARLES A. ROYER, M.D. 


OKLAHOMA CITY, OKLAHOMA 


During the past 150 years many varied 
procedures and experiments have been per- 
formed in attempts to restore vision to 
eyes with corneal opacities. Successful cases 
were reported by Von Hippel 60 years ago. 
Elschnig of Prague, reporting on a series of 
203 cases done between 1908 and 1930, ob- 
tained clear corneal grafts in 20 per cent. 
The development and _ standardization of 
their early work has produced the accepted 
procedure of today, the partial, penetrating 
keratoplasty, in which a portion of the en- 
tire thickness of an opaque cornea is re- 
placed by a piece of clear cornea from a 
donor eye. 


Difficulties in the procurement of donor 
eyes have limited the volume of this surgery 
except in the larger centers which have eye 
bank facilities. In these centers the technic 
has become standardized until it is con- 
sidered within the capabilities of any com- 
petent intraocular surgeon, although  fa- 
miliarity with the particular problems of 
keratoplasty by preliminary animal surgery 
is a necessary requisite. Keratoplasty is not 
indicated in all eyes that are blind as a re- 
sult of corneal opacities, although in the past 
few years it has been attempted in practical- 
ly every type of case since no criteria for 
surgery existed. As a result of the analysis 
of cases collected from the larger centers, 
fairly definite indications have been estab- 
lished and a much better evaluation of prog- 
nosis can be made. Doctor Castroviejo, the 
pioneer in the revival of keratoplasty in 
this country reports on about 1000 cases 
and others have reported on series of several 
hundreds. 


The unfortunote over-exuberance of many 
irticles in the lay press has produced many 
misconceptions in the public mind and even 
n the minds of many of the medical profes- 
ion concerning the posibilities of this pro- 
‘edure. Undoubtedly, we have all encounter- 
‘d the hopelessly blind patients who want to 
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know why they can’t have a new eye put 
in to replace their diseased optics. Each 
case, of course, presents its own individual 
problem, because of the greatly varying 
pathological involvement, but many definite 
criteria now exist which can prevent much 
useless work and enable better utilization of 
the available material. 


In the first place, the patient’s need for 
vision balanced against the possibilities must 
be considered. A partially seeing person who 
is well adjusted and self-supporting may be 
better left alone, particularly if he is a one- 
eyed person. A critical report on a recent 
series of cases indicated decreased vision in 
35 per cent of the total, with loss of light 
perception in 12 per cent. These were un- 
selected cases. Both Doctor Castroviejo and 
Doctor Paton have stated that in suitably 
selected cases considerabie improvement of 
vision could be expected in 90 per cent, and 
this statement is probably true, at ledst as 
far as their own surgery is concerned, for 
it is a type of surgery in which the skill of 
the operator is an important factor. As in- 
formation accumulates concerning the cri- 
teria for really suitable cases, the number 
of patients needing treatment becomes far 
less numerous. There is, unquestionably a 
definite reservoir of potential patients which 
at this time is much larger than the supply 
of donor material. 

It is unwise to consider extremely young 
or old persons or those who are emotionally 
unstable. Keratoplasty should be deferred 
in those whose vision may be improved by 
a less hazardous procedure such as iridec- 
tomy. A wide dilatation of the pupil will 
usually demonstrate the amount of improve- 
ment that can be expected with an iridec- 
tomy. Amblyopic eyes or those with known 
posterior segment pathology are, of course, 
excluded from consideration. 

There is general agreement that the fol- 
lowing conditions are definite contraindica- 
tions to keratoplasty: 1. Corneal opacities 
with calcareous degeneration, 2. Opacities 
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with extensive anterior synechias, 3. Fuch’s 
epithelial dystrophy, 4. Glaucoma, 5. Pem- 
phigus, 6. Active corneal disease, 7. Uveitis, 
8. Infections of the conjunctiva or sclera, 
9. Leukomas with extensive vascularization, 
10. Leukomas involving the full thickness of 
the cornea unless entirely surrounded by 
clear cornea. Some of these conditions may 
be rendered acceptable, although highly un- 
favorable candidates, by preliminary treat- 
ment. Anterior synechia may be severed, 
intra-ocular tension may be normalized by 
surgery, infections may be controlled, vas- 
cularization may be controlled by radiation, 
and thick scars may be improved by prelimi- 
nary keratoplasties, lamellar, or penetrating 
in order to make a better bed for a final 
graft. On the basis of the results obtained 
to date, the percentage of good final results 
in these cases is very small. 


Among the unfavorable cases are some 
conditions that are listed as definite contra- 
indications by some and barely acceptable 
risks by others. These are opacities produced 
by burns or explosions and some corneal 
dystrophies, such as_ early cases of 
Groenouw’s dystrophy, bandshaped dystro- 
phies or lipoid degeneration of the cornea. 
Descemetocele, blood staining of the cornea, 
corneal burns due to tear gas, aphakia, 
complete corneal scars which do not involve 
the deeper layers, or leukomas in which more 
than half the graft will be surrounded by 
scar tissue are also included in this group, 
varying from less favorable to poor prog- 
nosis. The presence of an anterior chamber 
is necessary for a favorable prognosis. 


The most favorable cases are those in 
which there is a central corneal opacity 
entirely surrounded by clear cornea, in an 
otherwise normal eye. These may follow 
trauma or result from serpiginous ulcer, old 
parenchymatous keratitis, familial corneal 
degeneration or disciform keratititis. Old 
permanent opacities of interstitial keratitis 
are also included in this category, as is 
keratoconnus in which vision cannot be im- 
proved by a contact lens. Although some 
men state that the post-operative refractive 
error is so small that this operation should 
be considered in the treatment of cases of 
high astigmatism, we have noted in the re- 
ports of many cases that the use of a con- 
tact lens was necessary following surgery, 
particularly in cases where the donor ma- 
terial was from stillborn infants, in which 
cases a high myopia is invariably present. 
It is not considered advisable to even con- 
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sider keratoplasty in any individual in which 
the best corrected vision in either eye is 
20/100 or better. 

In addition to the use of keratoplasty for 
the improvement of vision, it is advocated at 
times as a cosmetic procedure, to replace 
the old procedure of tattooing, or the use of 
painted contact lenses. It is also used as a 
therapeutic procedure in the treatment of 
progressive corneal diseases. For these pur- 
poses the penetrating graft is usually not 
necessary, but the lamellar type of graft 
involving only a certain portion of the 
thickness of the cornea is used. The French 
ophthalmologists stress this indication for 
keratoplasty and consider it as useful as 
the optical graft in that it actually prevents 
many cases of corneal blindness. Those who 
have used it in this country appear quite 
impressed with the usefulness of the pro- 
cedure. It is indicated in all forms of chronic 
and recurrent keratitis when the usual treat- 
ments are ineffective, the center of the 
cornea is in danger or a perforation is fear- 
ed. Best results are reported in keratitis 
caused by a neurotropic virus, especially 
herpes simplex or zoster, in deep syphilitic 
or tubercular keratitis or in any keratitis 
of indefinite etiology. Therapeutic grafts are 
usually at the periphery of the cornea. 

The results reported by different men in 
attempting to determine the effectiveness of 
keratoplasy have been at considerable var- 
iance, probably because different standards 
have been used in each case to evaluate re- 
sults. One study showed that clear grafts 
occurred twice as often as improvement in 
visual acuity, and in a series of 165 cases, 
improvement in vision occurred in 13 per 
cent, no change in 52 per cent and loss of 
vision in 35 per cent. These cases covering a 
period from 1933 to 1948 with several op- 
erators, would suggest that the surgery was 
not of sufficient volume to develop the best 
technical skill, and many cases were in- 
cluded which were probably of more or less 
experimental nature. The same _ criticism 
might be made of Doctor Owens report of 
results on 417 cases, in which 36.2 per cent 
obtained improved vision. With good selec- 
tion of cases, this percentage could no doubt 
be improved, although the results will cer- 
tainly not be as good as has been the gen- 
eral impression. Nevertheless the fact that 
hundreds of people, once considered hope- 
lessly blind, can now see, attest the fact 
that keratoplasty is a practical and accepted 
surgical procedure when the indications for 
the operation are present. 
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DIFFERENTIAL DIAGNOSIS OF A RED EYE 


ALBERT N. LEMOINE, JR., M.D. 


KANSAS CITY, MISSOURI 


A frequent problem in general practice 
is the patient with a red eye. In the proper 
management of these patients, a correct 
diagnosis is essential. The most important 
differential diagnosis is between a red eye 
due to external irritation or infection and a 
red eye due to intraocular pathology. In 
general, red eyes due to external irritation 
vr infection are not serious and are usually 
self-limited regardless of therapy, while red 
eves due to intraocular pathology are more 
serious and frequently result in some de- 
gree of permanent visual impairment. It is, 
therefore, important that those cases with 
processes leading to visual loss be recognized 
early so that every effort will be made to 
minimize the degree of permanent visual 
mpairment. 


The most significant diagnostic findings 
n serious eye pathology are the appearance 
f the cornea and the reaction of the pupil 
o light. If the cornea has a smooth sur- 
‘ace, with good luster, and if the pupils are 
if equal size and react well to light, it is un- 
ikely that there is an intraocular process. 
Corneal haze, poor luster, and abnormal 
jupillary responses to light should be im- 
mediate danger signals pointing toward 
pathology of a serious nature and a definite 
possibility of permanent visual impairment. 


The common causes of a red eye due to 
xternal irritants or _ infection § are: 
|. trauma, 2. burns, 3. bacterial or virus 
‘onjunctivitis, and 4. allergy. 

Trauma — This includes all types of 
foreign bodies and abrasions. Usually the 
iistory will reveal the traumatizing agent, 
ind the ocular congestion is frequently of 
. localized character. The treatment consists 
f removal of any foreign substance and 
neasures to prevent secondary infections. 
me must always consider the possibility of 
n intraocular foreign body in any patient 
vith a history of trauma due to a flying 
article. 
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Burns — There are two principal types 
of burns, chemical and thermal. The impor- 
tant factor in the management of chemical 
burns of the eye is immediate treatment. 
The damage to the eye and surrounding 
structures occurs rapidly, and it is only by 
immediate profuse irrigation that perma- 
nent damage can be avoided. After thorough 
irrigation of the eye, mild antiseptics are 
usually all that is required. Thermal burns 
will produce immediate damage to the eye. 
All therapy is directed toward the preven- 
tion of secondary infection. 

BACTERIAL AND VIRUS CONJUNCTIVITIS — 
The degree of redness present in an in- 
fective conjunctivitis is extremely variable. 
The important thing to remember is that 
a simple conjunctivitis does not cause cor- 
neal pathology. There will be good corneal 
luster. Another diagnostic point is that the 
congestion is more marked in the _ con- 
junctiva away from the corneal margins. 
It is not unusual for a ring of non-congest- 
ed conjunctiva to surround the limbus. 
There may be conjunctival chemosis. How- 
ever this is not as marked as that found 
in ocular allergies. The type of discharge, 
as well as the amount, will vary according 
to the causative organism. One diagnostic 
point of value is the presence of an en- 
larged preauricular node, which usually ac- 
companies a virus infection but not a bac- 
terial infection. 

ALLERGY — This is one of the most fre- 
quent causes of a red eye. The characteristic 
features are itching, edema of the lids and 
conjunctiva, anda ropy discharge which 
is very irritating to the skin of the lids. 
While the diagnosis is rarely missed in a 
severe case, many of the patients with a 
mild degree of. allergic conjunctivitis are 
treated for an infection. A frequent type of 
ocular allergy is that produced by drug 
sensitivity. If a patient under treatment for 
conjunctivitis has not shown marked im- 
provement within seven days, one must first 
consider an allergy to the medication. If the 
patient does have an infection and shows no 
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improvement after one week of therapy, we 
can be quite certain that the drug being 
used is not effective against the causative 
organism. 

The serious ocular conditions which pro- 
duce a red eye are: 1. corneal pathology; 
2. iritis and iridocyclitis; and, 3. congestive 
glaucoma. 

CORNEAL PATHOLOGY — There are many 
types of corneal pathology that will pro- 
duce a red eye. A common type producing 
a mild congestion, frequently of a localized 
nature and with photophobia, is corneal 
vascularization. This may be the result of 
an old inflammatory process with new blood 
vessel formation. The important thing to 
remember is that a cornea containing new 
blood vessels produces an irritated eye. This 
irritation will usually continue as long as 
the blood vessels are patent. The only satis- 
factory treatment is obliteration of the ves- 
sels, usually by radiation therapy. Radia- 
tion therapy, however, should never be used 
about the globe unless one has had exper- 
ience, because there is real danger that late 
radiation effects will produce cataracts. 
Corneal ulcers are usually readily recognized 
because they produce an opaque area in the 
cornea, with an ulcerated surface. These 
eyes frequently suffer marked visual im- 
pairment due to resultant scars. It is im- 
portant that early intensive therapy be used 
in these cases if scarring is to be minimal. 

IRITIS AND IRIDOCYCLITIS — The objective 
findings in iritis and iridocyclitis are peri- 
corneal congestion, usually some clouding of 
the cornea, a turbid or muddy anterior 
chamber, and a small pupil that reacts 
poorly to light. With this group of objective 
findings iritis or iridocyclitis is present, and 
the use of mydriatics and cycloplegics is 
indicated. Regardless of the etiology, these 
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drugs must be used. Therapy should be 
started immediately and then an attempt 
made at determining the etiological agent. 

CONGESTIVE GLAUCOMA — The findings in 
congestive glaucoma are pain, marked peri- 
corneal congestion, cloudy cornea with ir- 
regular surface, and a dilated pupil. With 
this group of findings, congestive glaucoma 
is present, and immediate therapy with 
miotics should be started. All patients with 
congestive glaucoma should be managed by 
a physician capable of performing intra- 
ocular surgery. This is one of the few real 
emergencies seen in the practice of ophthal- 
mology, and one where a matter of a few 
hours may be the difference between sight 
and blindness. 

When a patient has a red eye, the most 
important decision is whether the red eye 
is due to a superficial, external process or to 
an intraocular process. This differential 
diagnosis can be made in nearly all cases 
by careful attention to the cornea and pupil. 
One should always compare the appearance 
of the two eyes, because in many cases the 
difference between the two eyes is most 
striking. If the cornea lacks luster and is 
cloudy and if the pupil is either larger or 
smaller than that of the fellow eye and re- 
acts poorly to light, there is probably some 
type of intraocular pathology. If the red eye 
is the result of intraocular pathology, the 
treatment should be managed by someone 
experienced in the management of ocular 
disease, because visual impairment is fre- 
quently the sequela of these processes. If, on 
the other hand, the cornea is clear and has 
ood luster and the pupils are of equal size 
and react well to light, the danger to vision 
is minimal. This type of process is usually 
self-limited, and the greatest danger is over- 
treatment, not lack of treatment. 
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GONIOTOMY IN CONGENITAL GLAUCOMA* 


E. N. ROBERTSON, M.D. 


OKLAHOMA CITY, OKLAHOMA 


One of the most important and least pub- 
licized recent advances in ophthalmology is 
Dr. Otto Barkam’s' goniotomy operation. 
This operation has finally provided ophthal- 
mologists with a cure for a high percentage 
of patients with congenital glaucoma. No 
other medical or surgical procedure had 
previously provided anything but very 
transitory relief of symptoms. Probably one 
reason that this operation has not been more 
widely publicized is the relative infrequency 
with which these cases are seen. 


The best results are obtained in the treat- 
ment of congenital glaucoma when the diag- 
nosis is made early and surgery is perform- 
ed promptly. The early symptoms are easily 
overlooked because the doctor in practice 
thinks of congenital glaucoma by the term 
of “buphthalmos” or ox eye as he was 
taught in medical school. This is the mark- 
edly enlarged eye with a permanently cloud- 
ed cornea. Of course, when the disease has 
advanced to this stage the chances of cure 
by operation are very much lessened. 


The early signs usually consist of photo- 
phobia and clouding of the cornea. The 
amount of photophobia and corneal cloud- 
ing may vary considerably. There is also a 
variable amount of injection of the bulbar 
conjunctiva and increased lacrimation and 
blepharospasm. These symptoms are the re- 
sult of increased intraocular pressure and 
the later marked enlargement of the globe 
which follows unless the pressure is re- 
lieved occurs because of the elasticity of 
the corneal and scleral tissues in the new- 
born. 


In the early stages the corneal clouding 
s confined to the corneal epithelium. Later 
he clouding involves the stromal tissue. 
\t first the corneal clouding may be com- 
letely reversible when the pressure is con- 
rolled, but once the deeper layers of the 
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stroma have been involved a certain amount 
of the clouding will be permanent even 
though the tension may be normalized by 
an operation. 


The increase in size of the eyeball is vari- 
able. In some cases the eyeball is enlarged 
and the cornea is cloudy at birth, however, 
the onset of symptoms may occur at any 
time during the first vear of life. Not in- 
frequently the symptoms have an acute on- 
set. 


When the irritative symptoms of the eye 
are present in an infant without noticeable 
enlargement of the globe, it is easy to con- 
fuse them with the symptoms of an acute 
conjunctivitis or keratitis so it is extremely 
important to obtain a tonometric reading of 
the intraocular pressure in order to estab- 
lish the diagnosis. While digital estimation 
of the pressure may be helpful at times, it 
is essential that the tonometric reading be 
taken with the infant under a general anes- 
thetic. If the intraocular pressure is elevat- 
ed there is no doubt about the diagnosis. 

Once the diagnosis is established surgery 
should be contemplated at the earliest possi- 
ble moment and miotics should be used in 
the interim. 

Up until a few years ago it was believed 
that the cause of congenital glaucoma was a 
congenital absence of the canal of Schlemm. 
It is true that eyes examined microscopically 
when they are removed because of blindness, 
irritation and the discomfort encountered 
in the late stages of the disease do show an 
absence of the canal of Schlemm. 

However, Barkan’? has shown by gonio- 
scopic studies of the angle of the anterior 
chamber that it is blocked in the region of 
the canal by Schlemm by persistent em- 
bryonic tissue and he has further shown 
that the removal of this embryonic tissue 
results in normalization of the intraocular 
pressure. He has seen in at least one case 
direct gonioscopic evidence of the presence 
of the canal of Schlemm in a portion of the 
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angle from which the embryonic tissue had 
been removed. 
OPERATIVE TECHNIQUE 

The technique of the goniotomy operation 
is in brief the insertion of the _ special 
goniotomy knife in the cornea near the 
temporal limbus. It is then pushed straight 
across the anterior chamber to the angle 
opposite the point of entry of the knife and 
the angle is then incised in this region for 
approximately 45 degrees. 

The goniotomy knife specially devised by 
Doctor Barkan* for this operation has a 
small blade which is about the shape of a 
right angle triangle and small enough to 
enter the angle of the anterior chamber. The 
point is only sharp enough to penetrate the 
cornea, and the cutting edge which cor- 
responds to the hypotenuse side of the right 
angle triangle is even less sharp. The opera- 
tion consists more of a scraping motion to 
remove the embryonic tissue than of actually 
cutting. 

The anterior chamber angle can be made 
visible with the use of a contact glass over 
the cornea. Barkan uses his own specially 
devised surgical contact glass when the 
cornea is clear enough to see the angle and 
then the operation can be done under direct 
observation. When the cornea is cloudy he 
does the operation without the contact glass. 

I have done the operation both ways, 
using the contact glass and not using it. 
There is no doubt that with a clear cornea 
the point of the knife can be more surely 
guided into the angle under direct vision 
using the contact glass. However, the lens 
is unwieldly to handle and occupies the most 
of the small space that is available in the 
operative field. It makes the puncture of 
the anterior chamber more difficult and 
there is always the chance that an air bub- 
ble will get between the lens and the cornea 
which would make the lens unusable, and 
once the knife is in the anterior chamber it 
is not feasible to stop and put more saline 
between the lens and the cornea. 

Adequate fixation of the eye which is ab- 
soluteily essential is also more difficult to 
obtain when using the contact glass. In my 
opinion the additional technical difficulties 
caused by the contact glass outweigh the 
advantages and I no longer use it. I believe 
that I can strip the angle at least as well 
and probably better without using the con- 
tact glass. 

CASE REPORTS 

As was mentioned previously this con- 

dition is not very common and I have only 
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four cases to report. Three of these four 
cases were referred to me by colleagues who 
knew of my interest in congenital glaucoma. 


Case No. 1 was a white female who was 
three and one-half months old when first 
seen in April, 1947. The mother stated that 
the child’s eyes had been enlarged at birth. 
The left eye became noticeably cloudy a 
short time after birth and the right eye be- 
came cloudy about one week before the 
parents brought the child in. The child shied 
away from the light at all times. 


Examination revealed both corneas to be 
definitely enlarged (no measurements were 
taken) and cloudy. There was marked photo- 
phobia. A diagnosis of congenital glaucoma 
was made. 

At this time I was not familiar with 
Barkan’s work. Hospitalization was advised 
for the baby and an Elliott trephine opera- 
tion was performed on both eyes. The ten- 
sion prior to operation was 48 in the right 
eye and 68 in the left (Schiotz). The symp- 
toms were temporarily relieved by the opera- 
tion, but within six weeks the corneas were 
again cloudy and the tension was 57 
(Schiotz) in each eye. Shortly after this I 
read of the results Barkan was obtaining 
with his goniotomies and decided to try it 
on this patient. Nearly three months elapsed 
before I was able to obtain a surgical con- 
tact glass and a goniotomy knife, and in 
August, 1947, goniotomy operations were 
performed on both eyes. 

Ten days later there was marked clear- 
ing of both corneas and the tension under 
anesthesia was 28 in the right eye and 17 
in the left eye (Schiotz). In December, 1947, 
the tension in the right eye again became 
elevated and the goniotomy operation was 
repeated. The patient was seen the next time 
in February, 1948. The left cornea was clear, 
but the right cornea was cloudy and the 
operation was repeated on the right eye. 

Before the operation the tension was 42 
in the right eye and 21 in the left eye 
(Schiotz). The patient was _ subsequently 
seen in May, 1948, when the tension was 44 
in the right eye and 26 in the left, and in 
November, 1948, when the last attempt at 
goniotomy on the right eye was done. The 
left cornea was clear and the fundus could 
be easily visualized, and this eye has re- 
mained clear. None of the operations were 
successful in permanently reducing the ten- 
sion in the right eye. 

Case No. 2 was a white male, age 13 
months, when seen in April, 1948. His moth- 
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er stated that at the age of three months, 
his eyes became enlarged. An ophthalmolo- 
gist was consulted and bilateral trephine op- 
erations were performed with temporary 
improvement. 

In addition to the glaucoma this child also 
had congenital cataracts and pseudo-hyper- 
trophic muscular dystrophy. 

A goniotomy was done on the child’s left 
eye in April, 1948. The tension before opera- 
tion was 38 in each eye (Schiotz). No post- 
operative recheck of the tension was done, 
but when observed the cornea was cloudy. 
Because the muscular dystrophy was pro- 
gressive and the child’s development was 
not normal further attempts at eye surgery 
were not advised. 

Case No. 3 was a five year old white male 
when seen in March, 1949. This child had 
always had defective vision and the eyes had 
gradually enlarged since birth. At about the 
age of three the right eyeball was ruptured 
when he ran into a chair. 

Examination showed a phthisical shrunk- 
en right eye. The left eye was markedly 
enlarged, but the cornea was fairly clear. 
The fundus could be moderately well vis- 
ualized and it was highly myopic. The disc 
showed marked pallor and excavation. Vis- 
ion was limited to the perception of light. 
The tension measured 24 in the left eye 
(Schiotz). 

A goniotomy operation was performed on 
the left eye and the tension when rechecked 
two months later was 13 (Schiotz). The 
parents seemed to think the child had some 
improvement as a result of the operation. 

Case No. 4 was a white male first seen in 
February, 1950, at the age of three days. 
Both eyes appeared enlarged arid both 
corneas were cloudy. The enlargement and 
clouding were much more pronounced in 
the right eye, the right cornea being so 
cloudy as to nearly obscure the iris details. 
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The diameter of the right cornea was 15 
mm. and the left was 13 mm. Miotics were 
prescribed every six hours. 

The patient was taken to surgery at the 
age of 12 days and a goniotomy was done on 
the right eye and six days later one was 
done on the left eye. At the time of the first 
operation (after intensive miotic therapy) 
the tension was 24 in the right eye and 18 
in the left eye (Schiotz). Miotics were con- 
tinued and 10 days later under anesthesia 
the tension was 18 in the right eye and 11 
in the left eye (Schiotz). The right cornea 
was still cloudy, but the left one was normal- 
ly clear, and the left fundus appeared to 
be completely normal. Miotics were discon- 
tinued. Three weeks later the tension was 
15 in each eye (Schiotz) under anesthesia 
and the right cornea had cleared enough so 
that the details of the anterior chamber 
could be easily seen. 

When last seen two months later on May 
24, 1950, the tension under anesthesia was 
13 in each eye (Schiotz). The right cornea 
was almost normally clear and the fundus 
was well visualized and it appeared normal. 
The left cornea was completely normal in 
appearance and the fundus showed no ab- 
normalities. Gonioscopy showed both angles 
to be free of embryonic tissue in the region 
where surgery had been done. 

SUM MARY 

The early signs and symptoms of con- 
genital glaucoma are enumerated and a plea 
is made for early diagnosis and surgery in 
this condition. A short description of the 
operation of goniotomy is given and the re- 
port is concluded with four case reports 
from the author’s practice. 
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DOCTOR SMITH: Our discussion today con- 
cerns the use of the anticoagulants in clin- 
ical medicine. This is an opportune time for 
the presentation of this topic because we 
now have adequate clinical evidence and a 
sufficiently large series of cases for accurate 
statistical analysis. Until recently many of 
the impressions regarding the value of anti- 
coagulant therapy were based mainly upon 
a small series of cases. Dr. Young, what can 
you tell us concerning recent studies? 

DOCTOR YOUNG: The American Heart As- 
sociation has been interested in collecting 
statistical information on this type of ther- 
apy, and in January of 1949 the first report, 
preliminary in character, on 800 cases with 
myocardial infarction was published. The 
final publication of an initial 1,000 cases to 
be studied has not yet been made complete 
in all statistical phases, but at any rate the 
results thus far look exceedingly promising. 
The drug that has received the greatest 
amount of attention in this series has been 
Dicumarol. A certain number of the first 
800 patients received combined Dicumarol 
and Heparin therapy, but Dicumarol was 
given alone or as the major drug in 81 per 
cent of the cases. Less than 14 per cent re- 
ceived the combined therapy and the remain- 
ing five per cent either received no therapy 
for various reasons or therapy was never 
considered to reach an adequate therapeutic 
level. 

In the initial group of 800, approximately 
one-half served as controls and the mortality 
in this group was 24 per cent. The mortality 
rate in the group treated with Dicumarol 
and or Heparin was reduced to 15 per cent. 
These figures are even more impressive 
when one considers that 12 per cent of the 
controls for some reason or other, such as 
pressure on the part of the relatives or be- 
cause of an embolic episode early in the his- 


*This report represents the recording of a Therapeutic Con- 
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tory of the case, received some anticoagu- 
lant therapy. The amount was considered to 
be insufficient for full therapeutic purposes, 
but may actually have reduced the mortality 
to an appreciable extent. 

Even more impressive than this statistical 
analysis was the difference in the incidence 
of thrombo-embolic phenomena. The _inci- 
dence of central or peripheral thrombo- 
embolism in the control series was 25 per 
cent, while this condition was found in less 
than 11 per cent in the series treated with 
Dicumarol or Heparin or both. This alone 
is an adequate reason for using Dicumarol, 
even if one could ignore the lower death rate. 

Certainly thrombo-embolic complications 
can lead to tremendously long stays in hos- 
pitals or to the loss of function of an ex- 
tremity if the embolus happens to strike a 
vital central nervous system center. In the 
original series reported in 1946 by Drs. 
Peters, Guyther and Brambel, there was 
only one incidence of an embolus occurring 
in the treated series. This series was less 
than 100 patients, but was as complete and 
as well worked up as most of the studies 
being reported at that time. Other statistics 
in this latter series which are of importance 
concern the extension of the actual 
thrombus within the coronary vessel. In the 
American Heart Association study, nine per 
cent of the myocardial infarcts originally 
reported in the untreated group showed ex- 
tension, whereas only two per cent in the 
treated series showed an extension of their 
infarction. 

DOCTOR SMITH: The control and treated 
groups in the report of the American Heart 
Association were comparable as to age dis- 
tribution, severity of the onset of their in- 
farction, length of time elapsing between 
the onset of the attack, and the time the pa- 
tient was brought under therapy; in fact, 
there were as few variables from individual 
to individual as possible. These cases were 
16 large groups and random sampling was 
used to select the cases. What about the use 
of anticoagulants in other fields of medi- 
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cine; particularly in the field of surgery? 


DOCTOR YOUNG: At any time that thrombo- 
embolic phenomena occur or appear to be 
imminent, there is some indication for anti- 
coagulant therapy or other procedures de- 
signed to interrupt the passage of the throm- 
bus from its original site of formation to 
the lungs, to the heart, or to the brain. In 
some places the danger of thrombo-embolism 
has led the clinicians to use the drug rou- 
tinely following major surgery. A report 
appeared in Surgery, Gynecology and Obste- 
trics in April, 1949, which cited 3,304 cases 
in which Dicumarol was administered in 
routine fashion following major surgery. 
The results in this series gave statistically 
significant reductions in the incidence of 
venous thrombosis following either major 
abdominal or pelvic surgery. The reduction 
in mortality rate due to fatal embolism was 
statistically significant, but some argument 
will exist because of the generally reduced 
rate of fatal embolism in modern medicine 
which may be credited to other factors, such 
as early ambulation and improved anesthetic 
and operative techniques. There was no evi- 
dence of liver toxicity due to Dicumarol in 
the doses given. This particular series show- 
ed the value of a very rigid laboratory stan- 
dardization and laboratory-clinical coopera- 
tion in administering adequate anticoagulant 
therapy. 


DOCTOR SMITH: A question that might be 
raised is this: What is the danger of hemor- 
rhage following the use of anticoagulants in 
surgery? 

DOCTOR YOUN: In the 3,304 individuals 
undergoing major abdominal or pelvic surg- 
ery, three required blood transfusions be- 
cause of a hemorrhage following Dicumarol 
administration. Minor bleeding was noticed 
in 76 cases, none requiring more intensive 
therapy than the administration of one or 
two doses of intravenous Vitamin K prep- 
arations. There were no deaths which could 
be attributed to Dicumarol itself. This series 
of cases was gathered over a four-year 
period from 1944 to 1947 inclusive, and was 
compared with slightly over 2,000 untreated 
cases. There were 28 embolic phenomena in 
the untreated cases, as compared to one 
case of embolism in the treated series; in 
the untreated series there were 13 deaths, 
probably all of them directly attributable to 
thrombo-embolic phenomena as compared 
with no deaths due to thrombo-embolic phe- 
nomena or to the anticoagulant in the treat- 
ed series. Both this series and the American 
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Heart Association study were very rigidly 
controlled and the results may not be dupli- 
cated in smaller groups of patients. 

DOCTOR SMITH: Dr. Redmond, have these 
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drugs been used in other fields of medicine? 


DOCTOR REDMOND: The use of anticoagu- 
lants in other fields has also come into prom- 
inence, particularly in the field of ophthal- 
mology, in which a combination of Dicuma- 
rol and Rutin has been used in retinal-vas- 
cular disorders. A report from the Wilmer 
Institute of the Johns Hopkins Hospital and 
the Department of Clinical Biochemistry at 
the University of Maryland deals with a 
series of cases, mostly of lateral branch 
thrombosis or central retinal venous  oc- 
clusion and certain serous retinopathies. The 
combination of Rutin and Dicumarol] was 
decided upon because of the increased capil- 
lary fragility and increased clotting tend- 
ency found in these patients. In this series 
the combination of Dicumarol and Rutin 
was used for a period of six months or more 
and the prothrombin activity was limited to 
between 50 and 60 per cent of normal. Cer- 
tainly this is not what one would consider 
an adequate therapeutic level for treating 
the other types of thromboembolism. How- 
ever, sufficiently significant clinical results 
were obtained to warrant much further 
clinical evaluation of Dicumarol and Rutin 
in the field of ophthalmology. 

DOCTOR SMITH: What is the place of the 
anticoagulants in the field of obstetrics? 

DOCTOR REDMOND: Generally the use of 
anticoagulants in obstetrics is limited to 
those cases in which thrombo-embolic phe- 
nomena are proved and definitely diagnosed. 
One hesitates to add an anticoagulant to 
the blood of a mother who already has a 
widely “abraded” surface and further in- 
crease the possibility of a postpartum hemor- 
rhage. However, the drug has been given 
postpartum and, in some certain individuals, 
in the antepartum state. This is certainly 
much less common than the routine use of 
anticoagulants in the fields of internal medi- 
cine and surgery. It has been demonstrated 
that Dicumarol does not pass the breast 
barrier and that nursing infants do not suf- 
fer a prothrombin reduction when the moth- 
er is taking Dicumarol. 

DOCTOR SMITH: What about other anti- 
coagulants? Would you compare the relative 
fields of application of Heparin and Dicuma- 
rol? 

DOCTOR REDMOND: In the past, enthusiasm 
has been greater toward the use of Dicuma- 
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rol than toward Heparin. Mainly this is be- 
cause Dicumarol is given orally, while He- 
parin must be administered intravenously or 
intramuscularly. Furthermore, the cost of 
Heparin is much greater and its duration of 
action following administration relatively 
much shorter. However, within recent 
months, Heparin has been marketed in gela- 
tin solution (Depo-Heparin, Upjohn), which 
maintains its therapeutic effect over a period 
of 24 hours with one intramuscular injec- 
tion. With vasoconstrictors added, 48-hour 
effect in an adequate therapeutic range is 
obtainable. However, at this time, it certain- 
ly has not gained the vogue that the oral 
use of Dicumarol has achieved. 


These two drugs vary rather widely in 
their mechanisms of action and certainly in 
their toxicity. Dicumarol’s main site of ac- 
tion is presumed to be in the liver, where 
it is thought to prevent the production of 
prothrombin. However there is some doubt 
that this is the full explanation of Dicuma- 
rol’s mode of action because its effect some- 
times precedes by several hours that which 
would be achieved solely by preventing the 
production of prothrombin. It is probable 
that in some fashion it diminishes the ac- 
tivity of the prothrombin accelerators or the 
prothrombin activators in the blood. 


In contrast to this, the site of action of 
Heparin is presumed to be at or near the end 
point of coagulation in which the formation 
of thrombin from prothrombin is delayed, 
thereby preventing the combination of 
thrombin and fibrinogen to form fibrin. For 
this reason the patient who is receiving Di- 
cumarol and Heparin at the same time may 
give false low values in prothrombin ac- 
tivity, since Heparin, even in minute 
amounts, may delay the end point to such 
an extent that an abnormally low prothrom- 
bin response is indicated. 

DOCTOR SMITH: What are the laboratory 
controls necessary in the use of these 
drugs? 

DOCTOR YOUNG: The laboratory control in 
the case of Heparin is relatively simple. Two 
or three cc. of blood are drawn from the pa- 
tient’s vein and put in a glass test tube; the 
tube is tilted at 15 to 20 second intervals un- 
til definite coagulation is evident. This pro- 
cedure is usually done three to five times 
a day when the aqueous Heparin is being 
used, and once daily in the case of the gela- 
tin repository type of Heparin. 

When Dicumarol is being administered to 


the patient, the problem of laboratory con- 
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trol is much more difficult. The method of 
prothrombin time measurement in current 
use is a somewhat complicated and not en- 
tirely satisfactory procedure. At all stages 
of the testing procedure care must be taken 
to prevent contamination of the _ syringe, 
glassware or the solutions used in the test- 
ing. A conscientious technician must be 
available to run the prothrombin times and 
there must be a very close cooperation be- 
tween the clinician using the anticoagulant 
and the laboratory which is measuring its 
effect. Reliable techniques may be obtained 
from manufacurers of standard thrombo- 
plastins, i.e., Maltine, Difco, Squibb, etc. 

A very common difficulty, frequently the 
cause of hypoprothrombinemia of severe 
proportions, is the daily use of Dicumarol. 
It must be kept in mind that this drug takes 
an average of 36 hours to exert its maxi- 
mum therapeutic effect. Therefore a dose of 
the drug given on Monday would not show 
its maximum effect until the following Wed- 
nesday. A prothrombin time taken on Tues- 
day would show little effect of the drug 
given the previous day. Daily doses of Di- 
cumarol frequently are the cause of cumula- 
tive action resulting in sudden, severe hypo- 
prothrombinemia. This may manifest itself 
either as microscopic hematuria or frank 
hemorrhage from a body orifice. For this 
reason the drug should be given on alter- 
nate days and prothrombin time done on 
alternate days. Once a patient begins to 
exhibit some effect from Dicumarol, future 
doses should be scaled down slightly until 
the extent of this individual patient’s re- 
action to the drug is definitely known. There 
have been reports from some large scale 
anti-coagulant studies of satisfactory re- 
sults where the prothrombin time is re- 
duced to 50 per cent of normal or slightly 
under, rather than to the 20 per cent levels 
recommended by some laboratories. It must 
be remembered that the minimal effective 
therapeutic prothrombin time has not yet 
been firmly established. 

The particular test in most common use, 
which has proved to be generally satisfac- 
tory, is the Link-Shapiro modification of 
Quick’s prothrombin time. Four and one-half 
ce. of blood are collected in a test tube con- 
taining 0.5 cc. of sodium oxylate as an anti- 
coagulant. The blood is then centrifuged and 
the plasma withdrawn in a pipette; 0.1 cc. 
of a standard thromboplastin solution such 
as may be obtained from Maltine, Difco, 
Squibb, etc., and 0.1 cc. of the plasma are 
mixed in a test tube and warmed in a 37 
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degree water bath. Then 0.1 cc. of 0.025 
molar calcium chloride is added and a stop 
watch started immediately. At the time that 
a firm meniscus is formed in this solution 
the end point has been reached. The syringe 
that is used to withdraw the blood must be 
clean and dry, as must all of the glassware 
used in this procedure. 

It is a good practice to use, in addition, a 
12.5 per cent dilution of the plasma, de- 
termining its end point in the same manner 
as the undiluted plasma. The prothrombin 
times will be 14 to 15 seconds in the un- 
diluted plasma, and 85 to 100 seconds in the 
12.5 per cent plasma dilution. The reasons 
for using a 12.5 per cent saline dilution of 
plasma are fairly well established, the most 
important of which is the possibility of pre- 
ducting the type of reaction that an individ- 
ual patient will have to a given dose of Di- 
cumarol. The patient who exhibits a 70 sec- 
ond response in the 12.5 per cent dilution 
is more likely to be resistant to the drug 
than one with an 85 to 100 second response. 
The person with a 120 second response in 
the 12.5 per cent dilution is more likely to be 
abnormally sensitive to the action of Dicum- 
arol. 

DOCTOR SMITH: The American Heart As- 
sociation recommends that in the use of Di- 
cumarol the prothrombin activity be kept 
iround 20 to 30 per cent of normal. In the 
iverage laboratory where prothrombin times 
ire reported in seconds, this would mean a 
prothrombin time of between 30 and 50 sec- 
mds when the control is around 14 or 15 
seconds. In the case of Heparin, it is be- 
ieved that a coagulation time approximately 
three times that of normal, i.e., 21 to 22 
minutes as compared to the five to seven 
minute normal, is an adequate therapeutic 
range. This may readily be achieved with 
he gelatin preparations of Heparin, but is 
somewhat more difficult with the constant 
ntravenous drip or the intermittent intra- 

enous or intramuscular administration of 
queous Heparin. 

A comparison of the two drugs would be 
neomplete without a discussion of the con- 
raindications and indications for their use. 
Vhen rapid anticoagulant action is desired, 
ieparin is the drug of choice. In these in- 
tances the aqueous preparation by intra- 
enous or intramuscular route is to be pre- 
erred. In instances where anticoagulant 
herapy may be delayed for 24 to 36 hours, 
ie oral administration Dicumarol may be 
sed. In many instances, particularly in the 
reatment of severe myocardial infarctions 
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due to coronary thrombosis, the early use of 
Heparin administered simultaneously with 
oral Dicumarol is the method of choice. He- 
parin is used to maintain an adequate re- 
duction in coagulability of the blood until 
such time as the slower acting Dicumarol 
gains its full therapeutic effect. On the av- 
erage this requires 36 to 48 hours. Following 
this, Dicumarol may be used alone or, at the 
discretion of the clinician, in conjunction 
with Heparin. Usually, in cases of myo- 
cardial infarction, the third to the fifth day 
is the dangerous period because it is then 
that the thrombus is in greatest danger of 
extending itself. At this time, anticoagulant 
therapy should be most carefully supervised. 
Dr. Redmond, what are the contraindications 
to the use of anticoagulants? 


DOCTOR REDMOND: There are certain phys- 
iologic and pathologic contraindications to 
the use of Dicumarol. Mainly these are: 1) 
The presence of liver disease which has re- 
duced the level of prothrombin activity. Cer- 
tainly Dicumarol, if used at all in these 
cases, should be used with caution. 2) The 
presence of severe renal disease. This is 
obvious because of the fact that Dicumarol 
is apparently excreted unchanged by the 
kidney. Deficient kidney action would cause 
an accumulation of the drug and a sudden, 
severe hypoprothrombinemia. 3) Any con- 
dition in which there is a tendency toward 
hemorrhage. This includes most of the blood 
dyscrasias and subacute bacterial endo- 
carditis. 4) Any contemplated or recent 
neurosurgical procedure, since a very minute 
amount of bleeding may have serious con- 
sequences. 


Indications for the cautious use of Dicum- 
arol are the presence of an open wound, a 
drainage tube or an indwelling catheter, or 
a bleeding lesion such as may occur in the 
gastrointestinal tract. Many of these contra- 
indications hold true for Heparin as well, 
except for the renal damage. Heparin is ap- 
parently hydrolyzed or destroyed in some 
way in the body and is not excreted in sig- 
nificant amounts by the kidney. Any con- 
dition in which the liver is not producing 
the proper amount of prothrombin is a po- 
tentially hemorrhagic condition and, as such, 
may mean that the patient could get into 
trouble very easily with the injudicious use 
of Heparin. However, because of its trans- 
ient action and ready reversibility, Heparin 
quite frequently is the drug of choice in 
these conditions where anticoagulant ther- 
apy is actually necessary. 
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DOCTOR SMITH: What does one do when 
one gets into difficulty with either of these 
two drugs? How can their effects be counter- 
acted ? 

DOCTOR REDMOND: Of course, if the diffi- 
culty is not too severe time will take care of 
the difficulty arising from either drug. Cer- 
tainly time will take care of the Heparin 
more efficiently than it will Dicumarol. How- 
ever, in either case, when hemorrhage oc- 
curs, whether it be microscopic hematuria 
or frank hemorrhage in any body cavity, the 
transfusion of fresh whole blood or of plas- 
ma is the most rapid method of restoring the 
coagulation cycle to normal. In the case of 
Dicumarol, the hypoprothrombinemia can 
frequently be reversed by intravenous in- 
jections of one of the Vitamin K prepara- 
tions. Usually the dose is 72 mg. of Mena- 
dione or a similar drug. Often this injection 
must be repeated because the action of a 
single dose of Dicumarol can persist for 72 
hours. 


DOCTOR SMITH: Dr. Young, are there any 
newer advances in the field of anticoagu- 
lants? 


DOCTOR YOUNG: Recently, in Switzerland a 
new anticoagulant has been developed which 
is known by the trade name “Tromexan” 
(Geigy Co.). Tromexan is a synthetic ethyl 
acetate ester of the basic Dicumarol nucleus 
and most of its characteristics are similar 
to those of Dicumarol. However there are 
some differences and these are quite im- 
portant. It is less potent — doses in the 
order of 600 to 900 mg. are common as com- 
pared to the 100 to 300 mg. level in the case 
of Dicumarol. It is apparently much less 
toxic at effective dosage levels. There have 
been fewer gastrointestinal reactions, fewer 
eases of diarrhea and fewer cases of per- 
sistent hypoprothrombinemia or of bleed- 
ing. So far the reports of the clinical tests 
cover only 192 cases, yet in none of these 
cases was any bleeding demonstrated which 
could be attributed to the action of the anti- 
coagulant. In 48 of these 192 cases, the pro- 
thrombin time was less than five per cent 
and even in these cases neither microscopic 
hematuria nor gross bleeding was demon- 
strated. As compared with the 36 to 48 hour 
lapse between administration and therapeu- 
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tic effect with Dicumarol, Tromexan ap- 
parently achieves a significant portion of 
its therapeutic effect within one to six hours, 
depending upon the individual case. The ef- 
fect of a single dose is usually dissipated 
within 24 hours, as compared to 72 hours 
with Dicumarol. The degree of the pro- 
thrombin depression is much more readily 
controlled, possibly due to the lesser cumu- 
lative effect. In some 40 instances, the drug 
had been administered for periods ranging 
from one month to one year, yet in no case 
was toxicity severe enough to necessitate 
interruption of administration of the drug. 
The comment is made in the original report 
that “the therapeutic range is of such mag- 
nitude that in certain instances the drug may 
be administered even without control of the 
prothrombin level.” However, as with so 
many early claims of new drugs, this should 
be accepted with reservation. Certainly use 
of any drug which tends to produce a 
hemorrhagic state should have laboratory 
controls. 

These substances also differ in the method 
used to reverse the hypoprothrombinemia in- 
duced by them. In the case of Dicumarol or 
Heparin, as we have mentioned, plasma or 
blood transfusions or intravenous Vitamin 
K can be used. However in the case of 
Tromexan whole blood transfusions are the 
most efficacious. Vitamin K has little or no 
effect. It is recommended in the use of 
Tromexan that prothrombin times should be 
done daily until the desired level is reached 
and then on alternate days. The recommend- 
ed laboratory control procedures are identi- 
cal in the case of Tromexan and Dicumarol. 

Tromexan introduces the hope that the 
routine outpatient use of an anticoagulant 
may be near. If it is indeed true that less 
stringent laboratory controls are necessary, 
Tromexan may be much more amenable to 
office use than is the case with Dicumarol 
or Heparin. The promptness of the effect 
of Tromexan in contrast with the slower 
action of Dicumarol might, to a great extent, 
obviate the necessity for the initial admin- 
istration of Heparin in those patients in 
which rapid anticoagulant action is desired. 
In general the contraindications for Tro- 
mexan are similar to those for Heparin and 
Dicumarol. 
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“Dramamine ...has been found 


to exert a temporary 
therapeutic and prophylactic 
action in motion sickness.’”* 


Unusually satisfactory results 
have been obtained with Dramamine* 
(brand of dimenhydrinate) as a pro- 
phylactic or active therapeutic agent 
for the relief of nausea, vomiting or 
dizziness, which many individuals 
experience in travelling by ship, air- 


plane, train and other vehicles. 


1. Council on Pharmacy & Chemistry: New and Non- 
official Remedies, 1950, Philadelphia, J. B. Lippincott 
Co., 1950, p. 460. 


*Trademark of G. D. Searle & Co., Chicago 80, Ill 


IN THE SERVICE OF MEDICINE 
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Jresident’s Vage 


In January, 1939, the Oklahoma State Medical Association hired a full time Executive 
Secretary. A small room in the Plaza Court Building in Oklahoma City was obtained for his 
office and he had a part time stenographer. By way of reflection that was a bold venture, 
but as has been proven many times, a very wise one. Many changes have taken place since 
that dark day. The office has been enlarged several times and other employees hired to 
handle the many volumes of work which comes from the office. Few members of our Associa- 
tion are cognizant of the vast amount of work which goes out of that office every day. Some- 
one has said that an Executive Secretary is o1e empioyed to create situations and maintain 
tension. However, it does not seem humanly possible for one individual to create as many 


problems as this office is asked to solve. 


At the present time there are eight full time employees of the Association. For a long 
period of time there has been an urgent need for more space. During the Annual Meeting 
in June the Council voted to secure a more suitable place. During the last of July the office 
of the Association was moved to its new home—1227 Classen Boulevard. It is hoped that 
every member of the Association will find the time to drop in for a visit and get acquainted 
with the employees and learn more about the work and activities of your own organization. 


During the eleven and one-half years many changes have taken place; events of world 
wide significance, the most important, of couise, being World War II when many of the doc- 
tors of Oklahoma closed their offices and put on the uniform of the armed forces. This was 
a war, all were told, to end wars, and bring about an everlasting peace. Yet within a period 
of a few years we find ourselves involved in another war, and at this moment no one knows 
how extensive it may become. Again the doc:ors are being called upon to serve their coun- 
try by enlisting in some branch of the armed forces. A short time ago the president of this 
organization received a telegram from the Commanding General of the Fourth Army request- 
ing first, that support be given to the induction station in Oklahoma, as it was the only one 
at that time in operation. Secondly, encouraged loca! doctors to assist in examination of 
draftees and assure them by so doing they would not assume any military status. Thirdly, 
to please give thought to setting up a Procurenent and Assignment Board, if and when it 
became necessary or requested. On receipt of this telegram the Council voted to set up a 
Committee to make a survey of all doctors in Oi:ahcma, irrespective of their membership in 
the Association; the committee to be composed of a representative from every Councilor dis- 
trict. In addition to selecting the Committee, and in order to expedite the work, a question- 
naire has been prepared and mailed to every doctor. When these are returned the informa- 
tion will be of tremendous value to the Committee in carrying out their job. While we are 
extremely anxious that our boys in the service have the very best medical attention which can 
be had we likewise, are anxious that the civilian population have adequate care. One of the 
chief functions of this committee will be to see that there is economical utilization of the 
physicians. The question is frequently asked who will be called first. Dr. Elmer L. Hender- 
son, President of the American Medical Association, and some of the top ranking military, 
say that it should be those doctors who were schooled and trained at government expense. 
They are said to have a moral obligation, and as an inducement they are offering $100.00 a 
month extra salary to those volunteering. Things are moving rapidly. For example, while 
this page is being prepared the 45th Division has been called. This alone will take 26 doctors 


President 


in our state. 


“It is later than you think!” 
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PRESIDENT McGILL APPOINTS 
MILITARY SERVICE COMMITTEE 


Doctor Ralph MeGill, President of the Association, 
following a request from General LeRoy Lutes, Com 
manding General of the Fourth Army, has appointed 
a Military Service Committee, which Committee will 
survey the medical manpower of the state as it pertains 
to the needs of both civilian defense and the military 
services. F. Redding Hood, M.D., 1200 North Walker, 
Oklahoma City, has been appointed chairman of the 
Committee. The Committee will be made up of ph: 
sicians from representative parts of the state who will 
be selected on the basis of military service in World 
Wars I and II with some members of the Committee 
representing those physicians who do not have priot 
military service. 

While the Committee has not been askel to act in 
the same capacity as the Procurement and Assignment 
Committee of World War II, the information being 
assembled by the Committee will be readily adaptable 
for such work. The Committee likewise anticipates that 
it will be necessary to survey the hospitals of the state 
aus to needs for interns and residents and to arrive at 
nu figure that will allow a continuation of medical edu 
cation should the situation confronting the nation to 
day call for an all out mobilization effort. 

Present members of the Committee are J. 

M.D., Tulsa; W. D. Hoover, M.D., Tulsa; Milam F. 

Kinney, M.D., Oklahoma City; Shade ID. Neely, M.D., 
Muskogee ; Joe Duer, M.D., Woodward; J. B. Hollis, 
M.D., Mangum; and J. F. Park, M.D., McAlester, Dov 
tor MeGill has announced that it will no doubt) be 
necessary to augment the Committee with additional 


members in the near future. 


EXECUTIVE OFFICE MOVES; 
OFFICE, PARKING SPACE ADDED 


All physicians in the state are invited to visit thea 
new Executive Office on their next trip to Oklahoma 
City. Located at 1227 Clas:en, the former two stor 
residence of stucco construction has been convertel to 
ottices housing the Association, the Postgraduate Com 
mitte and the Journal of the Oklahoma State Me.lical 
Association, 

Increased functions and services of the Association 
long had made filing of records of the Association an ! 
storage of office supplies a major problem. Additional 
personnel made former O.S.M.A. office space insufficient. 

The new offices of the Association on beautiful 
Classen Boulevard are located less than two blocks fron 
the former offices at Plaza Ccurt. A laree parking aren 
is another advantage of the new quarters. The Con 
ference Room at 1227 Classen is large enough for all 
committee meetings and possibly will house the Council 
Meetings. 

Executive Offices of the Association were established 
in Plaza Court in January, 1939, and the offices of the 
Journal were moved to Oklahoma City from MeAleste: 
in the fall of 1959, During those years the personnel 
has gone from one (the Executive Secretary) to nine 
The new location with the additional space will, for the 
first time, provide the Editor of the Journal with offices 
of his own. 

Operation of a very active Publie Re!ations Program, 
both our own, and in cocperation with the National 
Education Campaign of the American Medical Asso 
ciation, has increased the mailing from the Executive 
Office. Storage space for the literature for this pre 
gram, plus a larger mailing room will make the opera 
tion of this program more eftrective 
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EMERGENCY MEDICAL CARE COUNCIL 
MEETS WITH MILITARY LEADERS 


In light of the action of most state medical associa- 
tions in surveying the health facilities of the states, 
the Council on Emergency Medical Service of the Amet 
ican Medical Association has met with military leaders 
to work out a procedure to provide for the military 
call on a priority basis of physicians needed for na 
tional defense. 

The council’s recommendation, submitted to the 
A.M.A. Board of Trustees for approval, placed empha 
sis on the first call of the nearly 8,000 non-veteran 
physicians who received training at government ex 
pense during and since World War II and of all others 
who were deferred in order to complete their medical 
studies. 

The recommendation was based on the understanding 
that an appropriate body be established in government 
to effect certain measures relative to the utilization of 
physicians by the medical departments of the Armed 
Forces. 

These measures are: 

1. That the induction of physicians into the Arme 
Forces be kept to the minimum needed to provide ade 
quate medical service to the personnel of these forces. 

That appropriate consideration be given to em 

rent and potential needs of the civilian population fo: 
medical services, 

*. That in calling civilian physicians, including re 
serve officers, for military service the following priorities 
be « bserved: 

a. Those physicians who were permitted to pursue 
their medical education during World Wan 
and who did not serve as medical officers. 
Those physicians who were below the Selective 
Service age during World War II 
Those physicians who graduated prior to World 
War IL but did not serve with the military 
services during the last war and those phy 
sicians who had service as medical officers but 
entered service subsequent to V-J Day. 

d. Those physicians who served the least time in 
World War IL during active hostilities. 

While the Association’s Military Service Committee 
has not established any priorities at the time of going 
to press, it is assumed that as such priorities are estab 
lished, they will be along the line as accepted by the 
A.M.A. 


MILITARY SERVICE COMMITTEE 
QUESTIONNAIRE RETURN PROMPT 


All physicians in the State of Oklahoma, irrespective 
of whether they are members of the Oklahoma State 
Medical Association, have received an extensive ques 
tionnaire from the Military Service Committee. 

The questionnaire, which was designed to give a com 
plete analyses of the physicians’ background, depen 
dency status, and past military service records, has 
had a phenomenal response from the physicians of the 
state. Although the questionnaire was mailed during 
summer months when many physicians were on vaca 
tion, more than 50 per cent of the questionnaires have 
Leen returned to the Committee. 

The study which will be made from the questionaires 
will be the basis on which the Committee will know 
the number of physicians in the state who have served 
in previous military engagements or who are available 
for military service should a priority system be estab 


lished. 
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VETERAN PHYSICIANS ORGANIZE 


Physicians of the state of Oklahoma who served in 
any previous military engagement of the United States, 
organized during the Annual Meeting by electing Paul 
Gallaher, M.D., Shawnee, President; Ralph Hubbard, 
M.D., Oklahoma City, Vice-President; Shade Neely, 
M.D., Muskogee, President-Elect; and Johnny Blue, 
M.D., Oklahoma City, Secretary-Treasurer. The name of 
the organization is the Oklahoma Physicians Veterans 
Association. 

The association has as its aims and purposes the fo! 
lowing: 

To stimulate good will and fellowship among those 
physicians who have served in the military forces and 
with the profession and public at large. 

2. To encourage eligible physicians to associate with 
the recognized veterans organizations. 

To promote Americanism in all of its aspects and 
to oppose socialization. 

4. To recommend and act in an advisory 
with the armed forces in the utilization of medical and 
allied manpower to the end that there shall be no 


capacity 


wastage of these highly specialized and necessary serv- 
ices, 

To consult and advise with all agencies of the gov 
ernment and voluntary organizations, in the event of 
another cataclysmic disaster. 

6. To seek clarification in the minds of the public, 
veterans organizations, and the medical profession of the 
functions and limitations of veterans hospitals to the 
end that these facilities will render maximum medical 
and hospital care for veterans with service connected 
disabilities. 

. To promote and plan with other agencies for the 
ssenatiin of the health and welfare of all communities 
and individuals against any form of disaster. 

8. To cooperate with any other like organizations that 
may be organized or exist in other states with the 
same or similar aims and purposes. 

Any physician desiring to become a member of the 
organization should immediately contact Doctor Blue, 
506 Hales Building, Oklahoma City. 


DOCTOR NORTHCUTT 
PRESENTED GAVEL 


Clarence E. Northeutt, M.D., former President of the 
Oklahoma State Medical Association was presented with 
a gavel, suitably engraved, as Past President of the 
Conference of Presidents at the American Medical Asso 
ciation meeting in San Francisco. 

Former mayor of Ponca City, Past President of his 
local Chamber of Commerce, and Kiwanis Club, Doctor 
Northeutt was named by the people of his home city 
as their ‘‘Most Useful Citizen’’ 17 years ago. 
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PHYSICIANS VETERANS ASSOCIATION 
RELEASES INFORMATION ON PRESENT 
SERVICE RECORDS OF PHYSICIANS 


The newly created Oklahoma Physicians Veterans As 
sociation in a recent statement to the press stated a 
survey of its membership showed the following: 

1. Out of approximately 1700 practicing physicians in 
Oklahoma, over one-third are veterans of either World 
War I or World War IT. 

2. The average length of time ‘in service per doctor 
was 40 months. 

3. More than two-thirds of these physicians saw ove 
seas duty. 

4. The average length of time spent overseas was 5 
months, 

5. The average age of these same doctors now is 
years, 

The organization also pointed out that the medical 
departments of the military forces should survey thei 
utilization of medical manpower in light of the expe 
ience gained in World War II and recommended that 
the medical departments of the army and navy cor 
sider the following: 

1. Tiiat there should be no waste in medical manpowe1 
as was the case in the last war. 

2. That men of military age deferred in World Wat 
Il for the purpose of completing their medical educa 
tion at the expense of the government and who are not 
now available for call to service be first to go to active 
duty. Many of these are single and without dependents 

3. That men who did not serve in the last war due to 
some minor disability, but remained at home, should be 
called on to serve. 

4. That all physicians be 
service irrespective of age and physical condition and 


registered with selective 


that all physicians be made available for military duty 
with selective service utilizing the advice of the medical 


profession concerning withdrawal from civilian life for 


military duty, in order that civilians, hospitals and med 
ical education be adequately provided with medical 
personnel, 
That physicians be called for military duty in the fol 
lowing order, unless they desire active duty: 
Physicians trained at government expense with 
no active military duty. 
Physicians with minor defects and those who did 
not serve in the last war due to dependents, ete. 
Next should come physicians according to the time 
served in the last war, with overseas duty counting 
in this exemption, 
That medical doctors not be assigned to non-medical 





Charter Fellow 
American College Hospital Administrators 
Life Member 


American Hospital Association 


Present Projects: 
Comanche Co. Hospital, Lawton 
LeFlore Co. Hospital, Poteau 
Sequoyah Co. Hospital, Sallisaw 
Choctaw Co. Hospital, Hugo 
Santa Fe Hospital, Topeka 





Charter Member 
American Association of Hospital Consultants 
Honorable Mention “Modern Hospital” 
Competition for Plans of Small Hospitals 


PAUL Hl. FESLER 


HOSPITAL CONSULTANT 
University of Oklahoma Hospitals, Oklahoma City 
Surveys — Planning — Organization 
Management — Equipment 
35 years experience in administration and planning 
of all types of hospitals, including 


University of Oklahoma, Oklahoma City 
University of Minnesota, Minneapolis 
Wesley Memorial Hospital, Chicago 
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COLLEGE OF PHYSICIANS 
TO MEET IN TULSA 


Program has been announced for the Oklahoma-Arkan- 
sas Regional Meeting of the American College of Phy- 
sicians set for September 30, 1950 at the Mayo Hotel, 
Tulsa, Oklahoma. Below is the complete program for 
the meeting. 

9:00 Registration 

9:45 Welcome 

MORNING SESSION 

Dr. Emory G. Hyatt, Fellow, 

Tulsa, Oklahoma 

10:00 Reeent Advances in the Diagnosis and Treatment 


Presiding 


= 


of Cerebral Vascular Disease 
Dr. R. E. Carpenter, Associate, Oklahoma City, 
Oklahoma 
10:15 Relationship of Vitamins to Disease 
Dr. Paul Day, Professor of Chemistry, Univer 
sity of Arkansas (by invitation) 
10:30 Anterior Pituitary Insufficiency 
Dr. Paul Strong, Associate, Tulsa, Oklahoma 
10:45 Pulmonary Emphysema, A Diagnostic and Thera 
peutie Problem 
Dr. John J. Donnell, Associate, Oklahoma City, 
Oklahoma 
11:00 What’s New in Medicine 
Dr. Howard C. Coggeshall, Fellow, Dallas, Texas 
Dr. Arthur A. Hellbaum, Professor of Pharma- 
cology, University of Oklahoma School of Medi- 
cine (by invitation) 
11:45 Intermission 
12:00 PANEL: Gastro-Intestinal Diseases 
Dr. Wann Langston, Fellow, Oklahoma City, Ok 
lahoma, Moderator 
Dr. Walter L. Palmer, Fellow, Chicago, Illinois 
Dr. Jerome 8S. Levy, Fellow, Little Rock, Arkansas 
Dr, 8. C, Shepard, Fellow, Tulsa, Oklahoma 
Dr. Harry A. Daniels, Fellow, Oklahoma City 
Oklahoma 
1:00 Intermission, Luncheon 
AFTERNOON SESSION 
Presiding, Dr. Arless A. Blair, Fellow, 
Governor for Arkansas, 
Fort Smith, Arkansas 
:00 Steroids Other than ACTH and Cortisone in the 
Treatment of Rheumatoid Arthritis 
Col. Ralph Patterson, Army and Navy Hospital, 
Hot Springs, Arkansas (by invitation) 
2:15 Diseases of the Esophagus 
Dr. Bert E. Mulvey, Fellow, Oklahoma City, Okla 
homa 
Pulmonary Silicosis 
Dr. H. A. Brocksmith, Medical Consultant, Mus 
kogee Veterans’ Hospital, Muskogee, Oklahoma 
(by invitation) 
2:45 Role of Potassium in the Body 
Dr. John B. Morey, Fellow, Ada, Oklahoma 
1:30 ADDRESS 
Dr. Walter L. Palmer, Fellow, Chicago, Illinois 
:30 Intermission 
Modern Concepts of Hepatitis in Cirrhosis 
Dr. Alfred Kahn, Little Rock, Arkansas (by 
invitation ) 
4:00 Clinical Pathologicai Conference 
Dr. Leo Lowbeer, Tulsa, Oklahoma, Pathologist, 
Hillerest Hospital, Tulsa, Oklahoma (by invita 


_ 2 


tion ) 

Dr. Robert H. Bayley, Fellow, Oklahoma City, 
Oklahoma, Professor of Medicine, University of 
Oklahoma School of Medicine. 
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HOSPITAL BEDS AVAILABLE 
FOR POLIO PATIENTS 


Oklahoma Polio Advisory Committee has requested 
that the Journal publish a list of state hospitals which 
are accepting patients suffering from acute poliomyelitis. 
The Advisory Committee reminds physiciats; however, 
that the facilities of these centers are lim?ted*in scope 
and that no patient should be sent to any of the hos- 
pitals listed below until it is definitely established that 
a vacant bed exists. Hospitals accepting polio patients 
(children and adults) are: 

Benedictine Heights Hospital, Guthrie 

Bone and Joint Hospital, Okla. City 

Community Hospital, Elk City 

Hillerest Memorial Hospital, Tulsa 

Oklahoma Hospital for Crippled Children, Okla. City 

St. John’s Hospital, Tulsa 

St. Mary’s Hospital, Enid 


In addition to the above hospitals, the following 
institutions have indicated that they would accept acute 
polios should the disease reach epidemic proportions, 
or that they were making plans to do so in the future: 

Ardmore Sanitarium and Hospital, Ardmore 

Guymon Municipal Hospital, Guymon 

LeFlore County Memorial Hospital, Poteau 

Muskogee General Hospital, Muskogee 

Oklahoma Baptist Hospital, Muskogee 

Shawnee Municipal Hospital, Shawnee 

Valley View Hospital, Ada 

Western Oklahoma State Hospital, Clinton 

Stillwater Municipal Hospital, Stillwater 

Chickasha Hospital and Clinic, Chickasha 


El Reno Sanitarium, El Reno 


KANSAS CITY CONFERENCE 
ANNOUNCES SPEAKERS 


Guest speakers for the 28th Annual Fall Clinical Cor 
ference of Kansas City have been announced. Dates for 
the meeting have been set for October 2, 3, 4 and 5, 
1950. 

Speakers are Joseph 8S. Barr, M.D., Clinieal Pro 
fessor, Orthopedic Surgery; Brian B. Blades, M.D., 
Professor, Surgery; Edward W. Boland, M.D., Asst. 
Clinieal Professor, Medicine; William L. Bradford, M.D.. 
Professor, Pediatries; Edwin N. Broyles, M.D., Asso 
ciate Professor, Otolaryngology; Paul R. Cannon, M.D.., 
Professor and Chrm., Dept. of Pathology; Bayard Car 
ter, M.D., Professor, Obstetrics and Gynecology; Arthur 
Grollman, M.D., Professor, Medicine, and Chrm. Dept 
Exp. Med; Elmer Hess, M.D., Director, Hess Urological 
Clinie ; 

Charles L. Martin, M.D., Professor, Radiology ; Alton 
Ochsner, M.D., William Henderson Professor and Head 
of Dept., Surgery; Herman E. Pearse, M.D., Professor, 
Surgery; F. E, Senear, M.D., Professor and Head of 
Dept., Dermatology; Dwight L. Wilbur, M.D., Professor 
and Head of Dept. Dermatology; Dwight L. Wilbur, 
M.D., Assoe. and Clinical Professor, Medicine; Irving 
S. Wright, M.D., Professor, Clinieal Medicine; 

Clem Whitaker, Director, and Leone Baxter, General 
Manager, National Education Campaign of the Ameri 
ean Medical Association. 
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for complications 


following Acute Infections 


Now is the season for children to enter upon 
their scholastic labors, and in most commu- 
nities to receive either primary, or booster, 
immunization against several of the common 
childhood infections. Reliance must be placed 
upon antibiotics to control the secondary in- 
vaders which may follow these infections. Pe- 
diatricians are increasingly turning to aureo- 
mycin for this purpose, because of its wide 
range of activity against the common Gram- 
positive and Gram-negative organisms. 


Aureomycin is also indicated for the con- 
trol of the following infections: 

Acute amebiasis, bacterial infections asso- 
ciated with virus influenza, bacterial and 
virus-like infections of the eye, bacteroides 


in Childhood 


septicemia, boutonneuse fever, brucellosis, 
chancroid, Friedlander infections (Klebsiella 
pneumonia), gonorrhea (resistant), Gram- 
negative infections (including those caused by 
some of the coli-aerogenes group), Gram- 
positive infections (including those caused by 
streptococci, staphylococci, and pneumococci), 
granuloma inguinale, H. influenzae infections, 
lymphogranuloma venereum, peritonitis, 
pertussis infections (acute and subacute), 
primary atypical pneumonia, psittacosis 
(parrot fever), Q fever, rickettsialpox, Rocky 
Mountain spotted fever, sinusitis, subacute 
bacterial endocarditis resistant to penicillin, 
surgical infections, tick-bite fever (African), 
tularemia, typhus and the common infections 


of the uterus and adnexa. 


Capsules: Bottles of 25, 50 mg. each capsule. Bottles of 16, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION awmeascan (ganamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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BOOK REVIEWS 











MEDICINE THROUGHOUT ANTIQUITY. Benjamin 
Lee Gordon, M.D. Philadelphia. F. A. Davis Com- 
pany. 1949, 

It is impossible to convey in a few words the sig 
nificance of this theme so eloquently propounded in 
scholarly terms by the author. This interesting vol 
ume covering 840 pages, effectively exhibiting 157 il 
lustrations, carries the reader through three periods of 
ancient medicine, the first reaching back to that illy de 
fined stage of man’s existence when through some 
unknown process intelligence arose to supplement  in- 
stinct in pursuit of logical therapy. The second or 
protohistorie period, marked by an actual recording of 
man’s primal sympathy for man and expressed through 
the obvious evidence of a social consciousness represent 
ed the therapeutic application of medical knowledge for 
mutual defense; the third, or rational period, parallel 
ing and influencing the Greek period of enlightenment 
was characterized by the *‘sleepless, critical spirit’’ of 
investigation initiated the Greek pnysicians. This intel 
lectual and scientific force was destined to survive the 
Roman conquest of Greece and to keep alive during the 
period of Roman supremacy the spirit of scientific in 
vestigation and its recording for posterity. The third on 
Greco-Roman period, ends with the fall of Rome 476 
A.D. So ends this interesting and important story of 


ancient medicine presented by Doetor Gordon. 

Those who are too indolent or too indifferent to for 
tify the present and to anticipate the future by a look 
at the past may be shamed by the author's citations 


from Hippocrates and Cicero, Hippocrates said: 

‘l do not Say that the old art of healing should 
be abandoned as of no aceount as though its investi 
gations were wrongly conducted; on the contrary I 
maintain that its way of thinking came so near the 
truth that one should take it more into consideration 
and wonder at the discoveries made in spite of so great 
a lack of knowledge.’*’ 

Cicero perhaps influenced by the great Hippocrates 
stated: 

‘Not to know what has been transacted in former 


times is to continue always a child; if no use is made 
of the labors of the first ages, the world must remain 
always in the the infancy of knowledge.’’ 

The physician who doesn’t condition his acceptance of 
the present by what has gone before and predicate his 
anticipation of the future upon a knowledge of the 
past is destined to remain in professional childhood. 
This book, representing an historical record of the first 
glimmering rays of medical science, revealing the eve 
increasing glow of dawning knowledge until the golden 
thread of truth was submerged by Roman. stupidity, 
should be read by every physician regardless of his field 
of medical endeavor. 

It is unworthy of the true physician to profit by 
modern medicine, the greatest triumph of the human 
mind, without knowing something of its source, its 
course and its ultimate consummation. 

The book is redolent with the author’s erudition, as he 
presents the evolution of medical science and its re 
lation to ancient culture —Lewis J. Moorman, M.D. 


CURRENT THERAPY 1950. Edited by Howard F. 
Conn, M.D. with 12 consulting authors. Philadelphia. 
W. B. Saunders Company. 1950. 

This well edited, comprehensive work on therapy con 
taining contributions from more than 250 outstanding 
American physicians, serving under the editor, Howard 
F. Conn, and a board of 12 distinguished consultants 
should be of great service to the busy physician who 
wants to know what is therapeutically standard, what 
is new and how administered. 

It is a large well indexed volume containing 756 pages 
of valuable information with detailed instructions. To 
further facilitate its ready use the diseases and condi 
tions requiring therapeutic attention are divided into 
15 sections. This work should be of genuine service to 
the busy doctor who wishes to know the latest approved 
therapy in any given case or needs to recall a drug 
and its dosage or to employ one of the many new thera 
peutic agents now available. In view of recent progress 
in this field such a book should be invaluable.—Lewis 
J. Moorman, M.D. 





MEET OUR CONTRIBUTORS 











Joseph W. Gale, M.D., Madison, Wisconsin, guest 
speaker at the 1950 Annual Meeting, has a paper on 
**The Crippled Lung’’ in this issue of the Journal. 
Doctor Gale was graduated from Washington Univer 
sity School of Medicine, St. Louis, Mo., in 1924. His 
specialty is general and thoracic surgery. Certified by 
the American Board of Surgery and the Board of 
Thoracic Surgery, Doctor Gale is a member of the 
American Surgical Association, Western Surgical Asso 
ciation, Central Surgical Association, American Associa 
tion for Thoracic Surgery, Society of University Sur- 
geons, American College of Surgeons, and American 
Trudeau Society. He is a member of the scientifie coun 
cil of his State Medical Society. Doctor Gale practiced 
in St. Louis, Mo., before moving to Madison. 


Albert N. Lemoine, Jrv., M.D., another guest speaker 
at the Annual Meeting, is the author of the paper on 
‘Differential Diagnosis of a Red Eye'’’. Doetor Le 
moine, who is from Kansas City, Missouri, specializes in 
ophthalmology.and has been certified by that board. 
He was graduated from Washington University School 
of Medicine in 1943. Doctor Lemoine is a member of 


the American Academy of Ophth. and Oto., Association 
for Research in Ophthalmology, and the Kansas City 
E.E.N.T. Society. 

Charles A. Royer, M.D., Oklahoma City, wrote ** Indi 
cations for, and Results of Keratoplasty’’ in this issue. 
A graduate of the University of Kansas in 1932, he 
limits his specialty to ophthalmology. He has been 
certified by the American Board of Ophthalmology and 
is a member of the American Academy of Ophthalmology 
and Otolaryngology. He practiced in Alva before coming 
to Oklahoma City. 


E. N. Robertson, A.B., M.D., Oklahoma City, has an 
article on ‘*Goniotomy in Congenital Glaucoma’’ in this 
Journal. A 1937 graduate of Washington University 
in St. Louis, he limits his practice to ophthalmology. 
He has been certified by the American Board of 
Ophthalmology and is a member of the American 
Academy of “Ophthalmology and Otolaryngology. Pre 
viously he practiced in St. Louis, Mo. and Concordia 
Kans. and was secretary of Cloud County, Kans. county 


society. 
- * 























7 














September, 1950 





JOURNAL OF THE OKLAHOMA STATE 


SPERWICIDAL 


To be completely safe, a reliable contra- 
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Physical Medicine 
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Commission 
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Laboratory 
Also the Canadian 

Department of Transport 
and Canadian Standards 

Association 
The Bandmaster Dia- 
therm with che Triple 
Drum provides better 
diathermy and affords 
application of the large 
area technic which is be- 
ing widely recognized 
over other methods of 
producing heat in the 
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: 
Considerable total energy may 
be introduced into the deeper 
tissues without excessive heat- 
ing of outer surfaces. Crystal 
control assures frequency sta- 
bility for life of the unit. 
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Reprint of diathermy technics 
mailed free on request. Write 
*"Bandmaster Booklet’’ on your 
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advertisement to your letrer- 
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HAVE YOU HEARD? 


H. W. Wendelken, M.D., Miami, has been elected 
chairman of the Ottawa County Red Cross chapter for 
1950-51. 











R. C. Meloy, M.D., Claremore, was a recent guest 
speaker at the regular luncheon meeting of the Wagone1 
Rotary Club. 

Jack W, Myers, M.D., E! Reno, was featured in his 
home town paper recently as one of the outstanding 
citizens of El Reno. 


Phillips Fife, M.D. and Elton LeHew, M.D., recently 
held open house in their new clinie at 311-313 East 
Oklahoma, Guthrie. 


Denny H. Cramblet, M.D., a graduate of St. Louis Uni 
versity Medical School is now practicing in Stigler. 

Glen Berkenbile, M.D., a graduate of the University 
of Oklahoma School of Medicine, is now associated with 
the MeCurdy Hospital and Clinic in Pureell. 


Joseph Fulcher, M.D., Tulsa, is building a new uro 
logical clinic at the northeast corner of Twelfth Street 


and Peoria Avenue in Tulsa. 


Tulsa’s new Utiea Square Medical Center just south 
of St. John’s Hospital will be ready for occupancy 
within this year. A 10 story building for physicians 
and dentists, office space is available in multiples of 
four feet and partitions will be placed in the suites ae 
cording to tenant specifications. 

C. E. Smith, M.D., Henryetta, attended the Lion’s 
National Convention in Chicago. 

Varie Lane, M.D., is now associated with her husband, 
Wilson H. Lane, M.D., in practice in Britton. 

Elizabeth Chamberlain, M.D., Bartlesville, was guest 
speaker at a recent Kiwanis Club meeting in Bartles- 
ville. Doetor Chamberlain spoke on her recent trip t 
Brazil. 


Robert Meiers, M.D., is chairman of the Crippled 
Children’s Committee of the Sayre Rotary Club. 


A. B. Colyar, M.D., who has been director of the 
Pittsburg County Public Health Department since Jan 
uary, 1949, has resigned to do additional work in public 
health and hygiene at Johns Hopkins. 

O. W. Starr, M.D., Drumright, was featured in 
story in his home town paper on his 35th anniversary 
ot the date he established practice in Drumright. 

Roy Donaghe, M.D., tormerly with Crippled Child 
ren’s Hospital in Oklahoma City, has been appointed 
city-county health director in Lawton to succeed Charles 
E. Green, M.D., who has accepted a position as state 
pediatric consultant to the Oklahoma State Health De 
partment. 


Richard W. Loy, M.D., has joined the Loy-MeDonald 
Clinie in Pawhuska. 


F. W. Rogers, M.D., Carnegie, has recently remodeled 
his offices. 
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ANNOUNCEMENTS 


BASIC SCIENCE BOARD. Date for examinations to 
be given by the board has been set for September 15, 
1950 at the University of Oklahoma School of Medi 
cine, Oklahoma City, Oklahoma. Registration will begin 
at 7:30 a.m.; examinations will begin at 8:00 a.m. 

OKLAHOMA CITY CLINICAL SOCIETY. Oct. 50, 
31, Nov. 1 and 2, Oklahoma City. 

POSTGRADUATE COURSES IN ANESTHESIO 
LOGY, PSYCHOSOMATIC MEDICINE. <Anesthesio 
logy, September 18, 19 and 20, 1950. Psychosomatic 
Medicine October 30—November 1, 1950. University of 
Kansas School of Medicine, Kansas City 3, Kansas. 

SOUTHWESTERN SURGICAL CONGRESS. Sep 
tember 25, 26, 27, 1950. Denver, Colorado. For addi 
tional information write 632 Republic Building, Denver 
2, Colorado. 

NATIONAL SOCIETY FOR CRIPPLED CHILD 
REN AND ADULTS. Annual Convention, GCetober 26, 
27 and 28, 1950. Stevens Hotel, Chicago. 


AMERICAN COLLEGE OF PHYSICIANS. Thirty 
second Annual Session, April 9, 13, 1951. St. Louis, 
Missouri. 

NORTH TEXAS-SOUTHERN OKLAHOMA FALL 
CLINICAL CONFERENCE, September 20, 1950, Wich 
ita Falls, Texas. Registration fee $7.00 includes meals. 
Hotel reservations may be obtained by writing E. A 
Cox, M.D., 203 Hamilton Building, Wichita Falls, 
lexas. 

DALLAS SOUTHERN CLINICAL SOCIETY. Fall 
ind Winter Conferences in Gastro Enterology, General 
Surgery, Cardiology, Obstetries-Gynecology. See addi 


tional information page 452. 


AMERICAN UROLOGICAL ASSOCIATION. Annual 
award of $1000 with first, second and third prizes of 
$500, $300, and $200 for essays on the result of some 
linieal or laboratory research in urology will be pre 
sented at the Chicago meeting at the Palmer House, 
May 21, 22, 23, 24, 1951. 


SOUTHERN MEDICAL ASSOCIATION. November 
13-16, 1950, St. Louis, Mo. For reservations address the 
Housing Bureau, Southern Medical Association, 911 Lo 
ust Street, Room 406, St. Louis 1, Mo. No hotel will be 
lesignated as general hotel headquarters as all meetings 
nd scientific and technical exhibits will be held in Kiel 
Municipal Auditorium. 


KANSAS CITY FALL CLINICAL CONFERENCE. 
28th Fall Clinical Conference will be held October 2, 3, 
+, 5, 1950 at Kansas City, Missvuri. 


ARTHRITIS AND RHEUMATISM FOUNDATION. 
Research fellowships for research in the basie sciences 
related to the study of arthritis are being offered by 
that foundafion. These fellowships carry a stipend of 
from $4,000 to $6,000 beginning in July, 1951. Applica 
tions should be sent to the Arthritis and Rheumatism 
Foundation, 535 Fifth Avenue,:New York 17, N. Y. by 
Jan. 1. 


: MepicaL ASSOCIATION 


A BIG TIME-SAVER 
FOR EVERY DOCTOR 











This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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MEDICAL ABSTARCTS 











Ropert M. Becker, M.D. 


THE LEVEL OF THE CIRCULATING EOSINOPHILES 
FOLLOWING TRAUMA. Gabrilove, J. L. (Mt. Sinai 
Hosp., N.Y.C., N.Y.) Endocrinology 10:637. June, 1950. 
Total eosinophile ccunts were done on patients fol- 

lowing surgery, coronary occlusion, fever, and follow- 

ing the administration of pituitary ACTH (adrenocorti- 
cotropin), cortisone (adrenal cortex Comp. E) and tes- 
tosterone. 

The results (a fall in circulating eosinophiles in all 
patients except those receiving testosterone) indicate an 
increased output of cortisone or cortisone-like steroids 
by the adrenal cortex after bodily stress or trauma. 


THE COLOR OF BLOOD-CONTAINING FECES FOL- 
LOWING THE INSTILLATION OF CITRATED BLOOD 
AT VARIOUS LEVELS OF THE SMALL INTESTINE. 
Hilsman, J. H. (Dept. Med., Hosp. of Univ. Penn., 
Phil., Pa.) Gastroenterology 15:(No. 1): 131, May. 
1950. 

The author reports that when blood is introduced 
into the small intestine at various levels, the color of 
the stools, whether red or tarry, depends primarily on 
the length of time the blood remains in the small bowel 
rather than the level at which the blood was _ intro- 
duced. Hyperperistalsis and diarrhea will produce a 
red stool although the blood came from a relatively 
high location in small bowel. He suggests that these 
studies indicate that the mechanism for changing the 
color of the blood from red to black operates orad to 
the ascending colon, probably in the small bowel. 


MORTALITY IN HOMOLOGONS SERUM HEPATITIS. 
Steele, H. H. (Dept. Med. H. Ford Hosp., Detroit) 
Gastroenterology 15 (No. 1): 59. May. 1950. 

Mortality rates of 26 cases of homologons serum 
jaundice were compared with 63 cases of acute in- 
fections (epidemic) hepatitis. The death rate of 354 
per cent in the homologons serum group as compared 
to 4.8 per cent in the epidemic hepatitis group clear- 
ly indicates how much more serious is the  prob- 
lem of hemologons serum hepatitis than that of epi- 
demic hepatitis, The author points out that those pa- 


tients who acquired homologons serum hepatitis were 
as a whole a sicker group of patients to begin with as 
indicated by their need for plasma or whole blood trans- 
fusions which represented their source of infection. He 
reports that sterilization of plasma or whole blood with 
nitrogen mustard (HN, — Merck & Co.) renders them 
free of the infecting virus agent. This valuable and in- 
expensive procedure was first reported by Hartman and 
his associates (Proc. Soc. Exp. Biol. & Med., 70:248, 
Jan.-Apr., 1949). 


ALTERATIONS IN COLONIC FUNCTION IN MAN 
INDER STRESS (IV: HYPO-MOTILITY OF SIGMOID 
COLON, AND ITS RELATIONSHIP TO THE MECH- 
ANISM OF FUNCTIONAL DIARRHEA). Almy. T. P., 
Abbot, F. K., and Hinkle, L. E. (Cornell Univ. Med. 
College. New York Hosp., N.Y.C.) Gastroenterology 
15 (No. 1): 95, May. 1950. 

Eighteen patients with ‘‘irritable colon’’ were studied 
by kymographic methods of motility of the sigmoid 
colon. Associated with changes in the patients’ moods, 
there was noted ‘‘a sudden and marked reduction in 
tone and wavelike motility’’ which persisted for periods 
of 1-37 minutes. The authors conclude that these re- 
actions (self reproach, hopelessness, inadequacy and 
crying) under stress could produce functional diarrhea 
through the mechanism of hypotonus of the sigmoid 


colon. 


PENICILLIN TREATMENT OF PATIENTS WITH CAR- 
DIOVASCULAR SYPHILIS IN CONGESTIVE FAIL- 
URE. Edeiken, J., Ford, W. T.. Falk, M. S., and Stokes, 
J. H. (Inst. Study Venereal Disease, Univ. Penn., 
Phil., Pa.) Circulation [:1355, June, 1950. 

After observing results of treatment of 12 patients 
with syphilitic cardiovascular disease in congestive fail- 
ure, the authors conclude that these patients responded 
better to routine congestive failure treatment combined 
with parenteral penicillin, than to the congestive fail 
ure treatment alone. Penicillin anti-luetic therapy was 
started with small doses of 500-50,000 units (crystallin 
Penicillin G), with total doses of 4.8-9.6 million units. 





CLASSIFIED ADS 











FOR SALE: Dictaphone. Dictating electronic model 
A.E. and transcribing machine CB. Practically new. 
Will sell at great sacrifice. Write Key M, care of the 
Journal. 





PHYSICIAN WANTED: Unusual opportunity for 
young general practitioner in southern Oklahoma oilfield 


community. Write Key Z, care of the Journal. 





FOR SALE: Office equipment including new exam- 
ining table, instrument cabinet, treatment cabinet, treat- 
ment chair, infra-red lamp, small sterilizer, library, 
electric refrigerator, Victor Table Type X-Ray, other 
pieces of equipment. Will sell at sacrifice. Town of 3,500 
needs physician, Office space available in air conditioned 
building, $22.50 per month. Write Key Y, care of the 
Journal. 


TO LEASE: Am retiring. Want to turn over my 
practice. Office in home. All furnished as it is inelud- 
ing library and office equipment. Write Key H, care 
of the Journal. 

FOR SALE. 1 new MeKesson B.M.R. machine, 6 
hospital beds (Hill-rom and Simmons), 6 mattresses 
(slightly used), dressers, bedside tables, floor lamps, 
one operating table and pad, 1 Castle Autoclave 24’’ x 
36’’, gas heated, perfect working order, 1 set of hot 
water tanks 5 gal. with distiller (Castle) gas heated, 
assortment of surgical instruments, all new, 1 large 
instrument sterilizer, gas heated. Write Key X, care 
of the Journal. 

FOR SALE, At reasonable price, office equipment of 
well established physician, recently deceased. Write Key 
F, care of the Journal. 
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Hot summer months need bring no infant 
feeding problems. Lactogen fed babies 
keep happy, healthy. When refrigeration 
is not available feedings may be prepared 
as needed. 


LACTOGEN® + WATER = FORMULA 








1 level 2 fi. ozs. 2 fi. ozs. 
tablespoon (20 Cals. per 
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Dorsey 


THE SMITH-DORSEY COMPANY « LINCOLN, NEBRASKA 
Branches at Los Angeles and Dallas 


MANUFACTURERS OF FINE PHARMACEUTICALS SINCE 1908 


FOR INFANT FEEDING 
IN HOT WEATHER 


ASSOCIATION 


















COMPLIANCE with the highest 
scientific standards, plus years 
of use by thousands of phy 
sicians, have established beyond 
doubt the dependability of 
dorestro Estrogenic Substan 
ces, Water-Insoluble. Supplied 
in 1 cc ampoules and 10 
vials in aqueous suspénsion 
persic oil. Units from 5,000 
20,000 per cc in oil; up 
50,000 per cc in aqueous sus 
pension. 
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MEDICINE IN THE NEWS 


THoMAS C. Pornts, M.D. 


*‘Let’s Avoid Polio Panic*’ Victor Cohn 
Woman's Home Companion, August, 1950. 

Whenever poliomyelitis strikes a community the health 
department finds itself faced with two epidemics one 
of polio, the other of hysteria. Polio is a serious disease 
and proper precautions are essential. But the annual 
summer scare is both needless and harmful, writes Vic 
tor Cohn in his August Woman's Home Companion 
article, ‘*‘Let’s Avoid Polio Panie’ 

Today thousands of parents and children suffer from 
polio jitters which gradually are changing America’s 
pattern of summertime living without affecting polio 
one way or the other, the author warns. Not only are 
health officers frequently forced to adopt measures 
which they realize will have little if any effect in con 
trolling the disease, but must neglect public health 
problems of far greater importance. 

We need to face the fact, experts told Cohn, that 
polio diagnosis is now so efficient that we are gong 
to have what will seem a lot of polio almost every 
season. We need to learn to live with this fact. 

One major cause of polio panic is the often heard 
statement that ‘* polio is getting commoner’’. However, 
there is good reason to believe that this is not true. 
Polio is not more common but is more often diagnosed as 
such and more often reported to authorities than it 
used to be. 

For instance, the article points out, in the heavy 
epidemic year of 1916 only the severe paralytic cases 
were diagnosed and reported and probably some ot 
those went unnoticed, Today reports are made of 
thousands of light attacks 
fever and the like. Moreover, the discovery in 1948 of 
a mock polio virus makes ‘‘epidemic’’ figures more 


headache, ill-feeling, 


uncertain than ever. 

The real threat of polio 
also diminishes when it is compared with other di 
seases. In 1946 the most recent heavy polio vear 


as against polio panic 


for which complete figures exist polio was responsible 
for 1,845 deaths. It ranked 42nd on the list of leading 
causes of death. 

Not only does polio panic curtail the efficient opera 
tion of health departments, but it seriously undermines 
the emotional stability of children. One doctor report 
ed: ‘* All youngsters in our block are talking polio. Ma: 
be we're creating 20 neurotics for every polio victim.”’ 

But insurance salesmen do not like to play it down 
as they would rather play it up to sell polio insurance. 
It is easily sold and a great share of the premium goes 
for salesmen commissions and the companies like it be 
eause there is good profit considering the relatively few 
cases on which they have to pay. 

‘You Can 


Help Fight Polio’’ shrieked seare ads for one brand of 


Other advertisers use the disease, too. 


fly spray (Scientists consider the fly’s role in polio 


highly uncertain. ) 
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ethical pharmaceuticals. Chemists to the 
Medical Profession since 1903. 
THE ZEMMER CO., Pittsburgh 13, Po. 


But who has helped this scare campaign more than 
publishers, newspaper and magazines in other articles. 
‘*If Noise Gets onYour Nerves’’ Phoebe Rodeliffe 

Woman’s Home Companion August, 1950. 

It took the reading of this magazine to do it but 
Ive finally found out why so many women are neurotic. 
For married women it is the constant whir of all the 
mechanical gadgets in the house and kitchen especially, 
daytime radio serials combined with the kids screaming. 
In the country they don’t have quite such ‘‘modern’’ 
kitchens, plus the fact the kids have a square mile in 
which to yell and not just a few square feet. 

This article is trying to build up pressure for an 
anti-noise campaign by telling what excessive noises 
can do to your health. That is all good but apparently 
the politicians campaigning for election hadn’t read it. 
Think maybe they'll read it before the November elec 
tion? 

‘Is Your Doctor a Quack?’’ Clive Howard — 
Redbook, July, 1950, page 26. This is a fairly wel! 
written article concerning mostly the Grievance Com 
mittees’ set-up and their work. He isn’t very well 
posted because he named only four states that had 
these committees and Oklahoma wasn’t listed. We have 
had such a committee for two vears. 

One thing in particular I didn’t see in the article 
was any discussion of the cults and their brand of 
quackery. 

Stating that only one to three per cent of the pro 
fession are quacks, the author says, ‘‘If only one 
doctor in a hundred is a_ backslider, or even two or 
three, this is probably fewer black sheep than will be 
found in business or in law. Yet since doctors deal with 
human lives the figures are nevertheless frightening.’’ 
Now why in heck should a man be excused for being 
a no count so and so with his fellow man just because 
directly life isn’t affected. Crooked business deals have 
killed people and a shyster has lost people’s life and 
property but so what. 

‘*The Crucial Years for Women’’ F. 8. Edsall 
Coronet, August, 1950, page 92. Put this article in every 
prescription of Stilbestual. It will do a great deal of 
good, To me it is a pretty well down to earth comment 
for both men and women and one that can do a whale 
of a job for a great many people. We doctors may 
not take the time to discuss such problems with pa 
tients and yet it is sorely needed by the individual. 

** Psychoneurosis *’ Maxine Davis Good House 
keeping August, 1950, page 13. This is a three part 
course in psychiatry by that prolific writer. Seems to 
be copied from a textbook on psychiatry and 99 per cent 
of the people won't wade through it and 50 per cent 
ot those who read it to the end won’t understand it. 
After reading it through I’m in a state of confusion. If 
you can’t understand the above, you read the article and 
join in my confusion. Time for me to read Little Abner. 
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An Observation on the Accuracy of Digitalis Doses 


Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.” 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy’. 





Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 


to dosage and therapeutic effect.’~ 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: 1 tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, W.: An account of the Foxglove, London, 1785 


2. Rimmerman, A. B.; Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M. Sc. 209; 33-41 (Jan.) 1945 


Literature giving further details about Digilanid and Physician's Trial 
Supply are available on request 


andoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


One of Five Main Buildings 


GLENWOOD 


SANATARIUM 


ST. LOUIS, MISSOURI 


Nervous and mental. All accepted types of therapy available. Individualized attention to psycho- 


therapy, insulin electric shock and dietotherapy. 


Five patient buildings afford separate accommodations for acutely ill, the mild and convalescent 
and for long term hospital care. Single rooms, with or without private bath. Suites available. A new 
air conditioned building with 100 patient rooms, private baths, nearing completion 

Recreational and occupational therapy. Craft and hobby shop. Facilities for out of door activities, 
tennis courts, out-door kitchen, two miles of walkways. 50 acres, beautifully wooded and landscaped, 
suburban to St. Louis, secluded but easily accessible by bus or automobile. 

Write or call for further information. 


F. M. GROGAN, M.D. 
MEDICAL DIRECTOR 


MICHAEL LEWIS, M.D. 


Associate 


1300 Grant Road 
Phone: Republic 5141 


ADVISORY MEDICAL STAFF: 
Robert M. Bell, M.D. 

Robert E. Britt, M.D. 

Robert D. Brookes, M.D. 
Archie D. Carr, M.D. 

Arthur H. Deepe, M.D. 

Sydney B. > 
Hans B. Moloholm, M.D. 
Walter L. Moore, M.D. 
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O.S.M.A.—A.M.A. ROSTERS AVAILABLE 


Copies of the 1950 Directory of the Oklahoma State 
Medical Association have been mailed to all members 
of the State Medical Association. Physicians who have 
not received a copy of the Directory are asked to notify 
the Executive Office, 1227 Classen, Oklahoma City. 

The new Directory contains an alphabetical listing 
of physicians with members of the Association listed: in 
solid capital letters: and non members in lower case. 
Physicians are also listed alphabetically by counties. 

In addition to the rosters in the Directory, much val- 
uable information appears explaining the work and de- 
partments of the Oklahoma State Medical Association, 
private heatth and welfare agencies and governmental 
health and welfare agencies. 


A.M.A. DIRECTORY 

After three years of work, the 18th edition of the 
A.M.A. Directory has been completed and copies are 
now being shipped to subscribers. The long interval of 
eight years between the new Directory and the previous 
one made it necessary to set type on the entire book. 
The loss of experienced clerical help during the war, 
labor conditions and printing difficulties also contrib- 
uted to the delay. The new directory contains 2,915 
pages and lists information on 219,677 physicians in 
the United States, its dependencies, and Canada, also 
American graduates and licentiates located temporarily 
abroad. 


The new Directory costs $25. Orders can be placed 
by writing to Frank V. Cargill, Directory Department, 
American Medical Association, 525 North Dearborn St., 
Chicago (10) Il. 


State MEpICAL ASSOCIATION 





OBITUARIES 


N. L. CORNWELL, M.D. 
1876-1950 


N. L. Cornwell, M.D., Coyle, Oklahoma, died May 7 
following a long illness. Born in New York in 1876, 
he graduated from medical school there and came to 
Oklahoma in 1907, having practiced medicine previously 
in New York and Michigan. Before coming to Coyle, 
he practiced in Meredian, Logan County, for 30 years. 


E. R. WEAVER, M.D. 
1860-1950 
E. R. Weaver, M.D., pioneer Oklahoma and Arkansas 
physician died following a fall June 24. Doctor Weaver 
had lived in Bristow after his retirement several years 
ago. He was born in 1860. 





SAMUEL ALEXANDER JONES. M.D. 
1867-1950 


Samuel Alexander Jones, M.D., died July 4 in a 
Bartlesville hospital. 

Doctor Jones was born near Champaign, Ill. Jan. 7, 
1867, where he was reared and educated. After receiv- 
ing his B.S. degree, he entered the medical school at 
Memphis, Tenn. Practicing medicine in St. Louis for sev- 
eral years, he later moved to Indian Territory and 
practiced in Wooster until his retirement when he moved 
to Ramona 13 years ago. 





The 


DALLAS SOUTHERN 
CLINICAL SOCIETY 


Medical Arts Building 


Dallas 1, Texas 
Announces 


FALL AND WINTER 
POSTGRADUATE CONFERENCES 


as follows: 


GASTRO-ENTEROLOGY jf) ------- 


GENERAL SURGERY 
CARDIOLOGY 
OBSTETRICS-GYNECOLOGY 








Sept. 11-13. 
Dr. Joseph B. Kirsner, Chicago, guest speaker 


Oct. 9-11. GENERAL SURGERY 


Dr. Gilbert O. Dean, Little Rock, guest speaker 


Nov. 13-15. 
Dr. C. Sidney Burwell, Boston, guest speaker 
Jan. 8-10. OBSTETRICS-GYNECOLOGY 


Guest to be announced at a later date. 


I am a member of the - 
Medical Society. 


GASTRO-ENTEROLOGY 


CARDIOLOGY 





September, 1950 














September, 1950 
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OFFICIAL PROCEEDINGS OF THE HOUSE OF DELEGATES 


OKLAHOMA STATE MEDICAL ASSOCIATION 


June 4, 1950 


Oklahoma City, Oklahoma 
MINUTES OF THE SECOND SESSION 


The meeting of the House of Delegates reconvened at 
7:30 P. M. in the Mirror Room at the Municipal Audi 
torium and was called to order by the Speaker of the 
House, L. Chester McHenry, M.D. A. R. Sugg, M.D., 
Ada, Chairman of the Credentials Committee, reported 
a quorum was present. 

The Speaker introduced Doctor H. E. Griffin, from 
Graham, Texas, Fraternal Delegate from the Medical 
Association of the State of Texas, who brought greetings 
from the Texas physicians to their colleagues in Okla 
homa. 

The Speaker asked the Vice-Speaker, A. R. Sugg, 
M.D., Ada, to take the Chair. Doctor Sugg read the 
nominations as made in the first session of the House of 
Delegates, which were as follows: L. C. McHenry, M.D., 
Oklahoma City, President-Elect; Maleom E. Phelps, 
M.D., El Reno, Vice-President; Maurice J. Searle, M.D., 
Tulsa, and A. R. Sugg, M.D., Ada, Speaker of the 
House; W. K. Haynie, M.D., Durant, Vice-Speaker of 
the House; James 8S. Stevenson, M.D., Tulsa, Delegate 
to the American Medical Association; Finis W. Ewing, 
M.D., Muskogee, Alternate Delegate to the American 
Medical Association. 

It was moved by John Matt, M.D., Tulsa, that L. 
Chester McHenry, M.D., Oklahoma City, be elected by 
acclamation. Motion seconded by Marshall Hart, M.D., 
Tulsa. Motion carried. Doctor McHenry was elected 
President-Elect. 

The Speaker, Doctor McHenry, resumed the Chair 
and called for a motion regarding the office of Vice 
President. It was moved by John Matt, M.D. Tulsa, 
that Maleom Phelps, M.D., El Reno, be elected by ac- 
clamation. Motion seconded by Forrest Etter, M.D., 
Bartlesville. Motion carried. Doctor Phelps was elected 
Vice-President. 

A motion was called for regarding the office of Dele 
gate to the A. M. A. It was moved by Robert Funk, 
M.D., Tulsa, that Doctor James Stevenson, M.D., Tulsa, 
be elected by acclamation. Motion seconded by George 
Kaiser, M.D., Muskogee. Motion carried. Doctor Steven 
son was elected Delegate to the A. M. A. 

The Speaker called for a motion concerning the office 
if Alternate Delegate to the A. M. A. F. R. First, Jr., 
M.D., Cheeotah, moved that Finis Ewing, M.D., Mus 
kogee, be elected by acclamation. Motion seconded by 
George Kaiser, M.D. Motion carried. 


It was announced by the Speaker that the nomina 
tions for Councilors and Vice-Councilors would now be 
n order. The Speaker called for nominations from the 
First Councilor District. F. C. Lawrence, M.D., Bartles 
ille, nominated the following: Forrest 8. Etter, M.D., 
Bartlesville, Councilor; J. E. Highland, M.D., Miami, 
Vice-Councilor. It was moved by Shade D. Neely, M.D., 
Muskogee, seconded by W. A. Howard, M.D., Chelsea, 
that these men be elected by acclamation. The motion 
arried. 

District 4: L. R. Kirby, M.D., Cherokee, nominated 
) C. Newman, M.D., Shattuck, as Councilor and Joe 
Duer, M.D., Woodward, nominated L. R. Kirby, M.D., 
is Vice-Councilor. It was moved by Ned Burleson, M.D., 
seconded by V. K. Allen, M.D., Tulsa, that these men 
be elected by acclamation. Motion carried, 





District 7: James F. Hohl, M.D., Norman, nominated 
the following: Ned Burleson, M.D., Prague, Councilor; 
W. T. Mayfield, M.D., Norman, Vice Councilor. It was 
moved by Malcom Phelps, M.D., El Reno, that these 
men be elected by acclamation. The motion was seconded 
by several and carried. 

District 10: T. H. MeCarley, M.D., MeAlester, nom 
inated the following: E. H. Shuller, M.D., MeAlester, 
Councilor; Paul Kernek, M.D., Holdenville, Viee-Coun 
cilor. It was moved by McLain Rogers, M.D., seconded 
by John R. Taylor, M.D., that these men be elected by 
acclamation. Motion carried. 

District 13: H. H. Macumber, M.D., Chickasha, nom 
inated the following: H. M. MeClure, M.D., Chiekasha, 
Councilor; J. B. Miles, M.D., Anadarko, Vice-Councilor 
It was moved by E. T. Cook, Jr., M.D., Anadarko, sec 
onded by Joe Duer, M.D., Woodward, that these men 
be eleeted by acclamation. Motion carried. 

The Speaker announced that O. C. Standifer, M.D., 
Councilor from District 5 had resigned and asked for 
nominations for Councilor from that District. MeLain 
Rogers, M.D., Clinton, nominated A. L. Johnson, M.D., 
El Reno, as Councilor, and Ross Deputy, M.D., Clinton, 
Vice Councilor in place of Doctor Johnson. It was 
moved by O, C, Standifer, M.D., seconded by P. E. Fry, 
M.D., that these men be elected by acclamation. Motion 
carried, 

The Speaker called to the attention of the House of 
Delegates that at the afternoon session A. R. Sugg, 
M.D., of Ada and M. J. Searle, M.D., of Tulsa, had 
been nominated for Speaker of the House of Dele 
gates. The Speaker requested the tellers to distribute 
ballots and stated that election was in order. After a 
vote by ballot a roll call vote was requested by Robert 
Funk, M.D., Tulsa, and following the roll eall vote Dox 
tor Sugg was declared elected Speaker of the House 

It was announced by the Speaker that by electing 
Maleom Phelps to Vice-President there was now a va 
cancy for the office of A'ternate Delegate to the 
A. M. A. Nominations were declared open for Alternate 
Delegate. P. K. Graening, M.D., Oklahoma City, nom 
inated Allen G. Gibbs, M.D., Oklahoma City L 4 
Kirby, M.D., Cherokee, nominated D. B. Ensor, M.D., 
Alva. Joe Duer, M.D., Woodward, nominated John 
Records, M.D., Oklahoma City. J. E. Highland, M.D., 
Miami, nominated M. J. Searle, M.D., Tulsa. Ned 
Burleson, M.D., moved nominations close, seconded by 
W. K. Haynie, M.D. Motion carried. On the third ballot 
M. J. Searle was elected Alternate Delegate to the 
i Be me 

The Speaker asked for a motion regarding Vice 
Speaker of the House. It was mored by W. W. Cotton, 
M.D., seconded by W. A. Howard, M.D., that W. K 
Haynie, M.D., Durant, be elected by acclamation. Motion 
carried. 

Nominations were called for from District 11, in 
view of the fact that Doctor Haynie, Councilor from 
this District, had been elected Vice-Speaker Doctor A 
T. Baker, Durant, was recognized and reported that he 
was the only Delegate present from his District but 
that he desired to make a nomination. The Speaker 
ruled Doctor Baker out of order inasmuch as the con 
stitution and By-Laws provides that nominations must 
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be made by a caucus of the Delegates and that it was 
his opinion that one delegate could not hold such a 
caucus. 

The Speaker further announced that in view of this 
situation that the President of the Association was em- 
powered by the Constitution and By-Laws to appoint a 
Councilor to serve until the next election. Doctor Gar- 
rison appointed A, T. Baker, M.D., of Durant and such 
appointment was confirmed by the House of Delegates. 

The Speaker asked for a nomination from the 8th 
Councilor District for a Councilor to fill the unexpired 
term of Doctor M. J. Searle, Tulsa, who had been 
elected Alternate Delegate to the A. M. A. Doctor 
Searle nominated V. K. Allen, M.D. Motion made by 
Doctor Larrabee that he be elected by acclamation. Mo- 
tion seconded and carried. 

The Speaker asked for action regarding the amend- 
ments to the By-Laws as submitted in the first session. 
It was moved by W. 8S. Larrabee, M.D., seconded by 
W. A. Howard, M.D., that the amendments be adopted 
as read. Motion carried. 

The Speaker read the reports of the Committee on 
Necrology which was as follows: 

The Committee on Necrology submits the following 
report to the House of Delegates: 

Since the last Necrology report in May, 1949, the 
Almighty in his infinite wisdom has called from our 
midst 33 of our beloved friends and co-workers. While 
we bow in sorrow to the will of the Omniscience, we are 
appreciative of these wonderful men. Physicians, scien- 
tists, teachers and friends, and their far-reaching in- 
fluence which will continue to inspire us fo carry on our 
duties to Humanity. 

THEREFORE BE IT RESOLVED, that the House 
ot Delegates of the Oklahoma State Medical Associa- 
tion recognizes the demise of those former 33 fellow 
members and instruct the Secretary to inscribe with 
honor and regret the following names upon the records 
of the Association: 

G. V. Dorsheimer Dewey 

Frank W. Boadway Ardmore 

G. H. Stagner Edmond 

O. O. Hammonds Oklahoma City 
Hugh L. Rains Okmulgee 

C, E. Barke Oklahoma City 
John 8S. Rollins Prague 
William Jackson Sayles Miami 

A. b. Stephens Seminole 
Duke W. Vincent Vici September, 1949 
Oklahoma City October, 1949 
Oklahoma City November, 1949 
November, 1949 
November, 1949 
December, 1949 
December, 1949 
January, 1950 
Tishomingo February, 1950 
Blackwell February, 1950 
Oklahoma City February, 1950 
Oklahoma City February, 1950 
W. H. Freeman Sentinel March, 1950 
C, M. Maupin Waurika March, 1950 
Alfred J. Metscher Enid March, 1950 
Robert M. Alexander Paoli March, 1950 
Vern h. Musick Oklahoma City March, 1950 
E. A. Kelleam Wright City March, 1950 
H. M. Reeder Konawa March, 1950 
L. R. Pace Seminole April, 1950 
Charles G. Price Durant April, 1950 
T. A. Hill Cleveland June, 1950 
J. W. Riley Oklahoma City June, 1950 
Carl Brundage Oklahoma City June, 1950 


March, 1949 
April, 1949 
April, 1949 

May, 1949 
May, 1949 
June, 1949 
July, 1949 

August, 1949 

August, 1949 


Leon Janco 
Charles D. Blachly 
John C. Dovell Paden 
DD. E. Cantrell Healdton 
J. T. Frizzell Clinton 
Raymond W. Stoner Checotah 
Joseph H. Fulton Atoka 
J. T. Looney 

D. W. Miller 
Harvey O. Randel 
Walter W. Wells 


September, 1950 


Respectfully submitted, 
P. P. Nesbitt, M.D., Tulsa, Chairman 
George H. Niemann, M.D., Ponca City 

The Speaker called for a report from the Resolutions 
Committee. Doctor Ralph A. Smith, Chairman, Okla- 
homa City, presented the following resolutions, each 
of which was adopted on motion duly made and sec 
onded and unanimously passed. 

RESOLUTION 

A. M. A. to Support National Agencies Requesting 
Funds. 

WHEREAS, State and County Medical Societies are 
constantly being contacted by National Organizations 
for financial support of their aims and objectives, and 

WHEREAS, many of these requests are meritorious, 
and 

WHEREAS, State and County Medical Associations 
do not have the facilities for proper investigations of 
these requests, and 

WHEREAS, State and County Medical Associations 
do not have sufficient funds to support all requests for 
financial assistance, and 

WHEREAS, beginning with the year 1950 the phy- 
sicians of the United States who are members of the 
American Medical Association will pay dues to the 
American Medical Association and thus give the Amer 
ican Medical Association funds upon which to operate, 

NOW THEREFORE BE IT RESOLVED, that the 
American Medical Association be requested to imple- 
ment a method to evaluate these requests for financial 
assistance, and 

BE IT FURTHER RESOLVED, that all requests of 
National Organizations for financial assistance when 
deemed meritorious be given financial assistance by the 
American Medical Association. 

And that the State and County Medical Society be 

kept advised of such financial assistance in order that 

the State and County Medical Societies may better be 

able fo ascertain whether or not they will give further 

financial assistance to such national organizations. 
RESOLUTION 

WHEREAS, as the Oklahoma State Medical Asso- 
ciation is fully aware of the need for physicians for 
rural and general practice, and, 

WHEREAS, The Medical School of the University 
of Oklahoma has seen fit to pioneer in the field of pre 
ceptorship for young physicians by placing them in 
rural communities for practical training, and 

WHEREAS, this program should be given every en 
couragement possible in order that the people of Okla- 
homa in all areas may have the best medical care pos 
sible, 

NOW THEREFORE BE IT RESOLVED, That the 
House of Delegates of the Oklahoma State Medical 
Association commend the Board of Regents of the Uni 
versity of Oklahoma, President of the University of Ok 
lahoma, Dr. George L. Cross, and the Dean of the 
Medical School of the University of Oklahoma, Dr. 
Mark Everett, for this practical approach to a difficult 
social and economic problem and pledges the entire 
support of the Association to the end that this program 
may succeed to the fullest extent. 

RESOLUTION 
THE COMMONWEALTH FUND 

The House of Delegates of the Oklahoma State Medi 
eal Association at its 57th Annual Meeting desires to g¢ 
on record and express appreciation to the Commonwealth 
Fund of New York for its liberal financial support in 
making possible for a period of 12 years Postgraduate 
instruction to the physicians of Oklahoma. 

Although the Commonwealth Fund will no longer 
contribute financially to the support of the Postgraduate 
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program a sense of deep gratitude for its assistance, 
both financial, moral and administratively in bringing 
about postgraduate education in Oklahoma is gratefully 
acknowledged and appreciated. 

RESOLUTION 

WHEREAS, Continuing medical education for the 
Doctors of Medicine in the State of Oklahoma is the 
ultimate benefit of all of the people of the state, and 

WHEREAS, The Oklahoma State Medical Association 
has, for many years, received the wholehearted aid and 
assistance of the Oklahoma State Health Department in 
the operation of its Postgraduate training program, and 

WHEREAS, the operation of this extensive postgrad- 
uate training program might not be possible without 
the cooperation of the State Health Department, and 
would be a greater financial burden both on the Associa 
tion and upon the individual doctors enrolled, 

NOW THEREFORE BE IT RESOLVED, That the 
House of Delegates, at its 57th Annual Meeting in Ok 
ahoma City, Oklahoma, this 4th day of June, 1950, 
‘xpress to the State Health Department its gratitude 
ind commendation for its worthwhile participation in 
the Postgraduate training program and, 

BE IT FURTHER RESOLVED, that copies of this 
esolution shall be directed to the Chairman of the 
State Board of HeaRh and to’ the Commissioner of 
Public Health. 

RESOLUTION 

WHEREAS, During the past vear the Woman’s Aux 
liary to Oklahoma State Medical Association has in- 
reased the number of its component County and Dis 
rict Auxiliaries to 35 and 

WHEREAS, The officers and the members of the 
\uxiliary have given generously and tirelessly of thei 
time and talents to support every project of Oklahoma 
State Medical Association, and 

WHEREAS, The work of the Auxiliary membership 

carrying out the plans of the American Medical 
\ssociation National Education Campaign has been pat 
cularly outstanding, and 

WHEREAS, The defeat of proposals for compulsory 
ealth insurance, which is the aim and objective of the 
National Education Campaign, will help to wipe out the 
reeping paralysis of Socialism in this country, 

NOW THEREFORE BE IT RESOLVED, That Okla 
ma State Medical Association expresses to the Wom 
n’s Auxiliary its appreciation for its invaluable service 
n the present critical period, not only to the profes 
on of medicine, but also to all Americans who want 
weir children to receive the same heritage of glorious 
eedom which was handed to us by our forefathers. 

RESOLUTION 

WHEREAS, every practicing member of the medical 
rofession recognizing the contribution to the efficiency 

his practice which is made by the assistants in his 
fice, and, 

WHEREAS, his assistants must be prepared at all 
mes to deal tactfuliy and diplomatically with the 
eculiarities and complaints of his patients and his own 

ibles, and, 

WHEREAS, the work is in every detail strenuous 

d exacting, and, 

WHEREAS, The Medical Assistants Society com- 

sed of this group of well-trained willing co-workers 

ve organized themselves together for the purposes of 
iproving their own efficiency and their value to the 
octors of Medicine with whom they work, 

NOW THEREFORE BE IT RESOLVED, that the 
klahoma State Medical Association express to the 
ledieal Assistants Society its gratitude for their efforts 

the doctors’ behalf both individually and as a group. 
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RESOLUTION 

WHEREAS, The Medical Service Society, composed 
of representatives of pharmaceutical and __ biological 
houses, has rendered a great service to the medical pro 
fession of this state, and 

WHEREAS, the Medical Service Society is at all 
times ready and willing to accept its responsibilities in 
bringing about a better understanding and cooperation 
between the medical profession aud the representatives 
of their companies, and 

WHEREAS, the Medical Service Society has made an 
outstanding contribution both financially and other 
wise to the Medical Research Foundation, 

NOW THEREFORE BE IT RESOLVED, that the 
House of Delegates of the Oklahoma State Medical As 
sociation commends the Medical Service Society for its 
outstanding achievements and assures the Medical Ser 
vice Society of the continued good will of the Okla 
homa State Medical Association and with the hope and 
best wishes for a continued growth and expansion 

RESOLUTION 

WHEREAS, the members of the Oklahoma State Med 
ical Association, as a result of their close contact with 
the medical care problems of the people of the State of 
Oklahoma and as a result of their knowledge of those 
problems are keenly aware of the demand and need 
for additional well qualified and trained doctors of 
medicine in the State, and, 

WHEREAS, the present facilities of the Medical 
School of the University of Oklahoma are not adequate 
to train a greater number of physicians, and 

WHEREAS, it is most apparent that the 80 students 
per year which it is now possible to admit to the 
Medical School will not in any case provide a sufficient 
number of trained graduates to even maintain the pres 
ent inadequate ratio of doctors of medicine to popula 
tion, and, 

WHEREAS, any increase in the number of students 
admitted to and graduated from the Medical School 
will require the provision of additional facilities for 
both the Medical School and the University Hospitals; 

NOW THEREFORE BE IT RESOLVED, By the 
House of Delegates of the Oklahoma State Medical 
Association at its 57th Annual Meeting in Oklahoma 
City, Oklahoma, this 4th day of June, 1950, that the 
people of the State of Oklahoma, through the Okla 
homa State Legislature, are urged to provide sufficient 
funds for the Medical School to make possible annual 
graduation of a class of at least 125 well trained and 
qualified doctors of medicine 

RESOLUTION 

WHEREAS, The Oklahoma Medical Research Founda 
tion is now a reality due to the untiring efforts of the 
people of Oklahoma, and 

WHEREAS, the Alumni Association of the Medical 
School of the University of Oklahoma has made such 
an outstanding contribution to the creation of the 
Foundation, and 

WHEREAS, The Medical profession fully recognizes 
the great benefits to mankind that will emanate from 
this institution in behalf of the people of the United 
States and the World. 

NOW THEREFORE BE IT RESOLVED, that the 
House of Delegates of the Oklahoma State Medical 
Association again goes on record urging each and 
every physician of the Association to give their w 
tiring efforts to the growth and promotion of the 
Oklahoma Medical Research Foundation 

RESOLUTION 

WHEREAS, there is a growing tendency in the 

United States today toward interference and regulation 
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in every field of human endeavor, and 

WHEREAS, such interference and regulation is the 
opening wedge for the encroachment of the socialistic 
system on the present American system of freedom of 
endeavor and enterprise, and 

WHEREAS, this tendency is not in any way limited 
to the interests of any particular group, but is being 
manifested in such widely varied fields as the practice 
of medicine, housing, power production and distribution 
and even agriculture, 

NOW THEREFORE BE IT RESOLVED by the 
House of Delegates of the Oklahoma State Medical 
Association at its 57th Annual Meeting in Oklahoma 
City, Oklahoma, this 4th day of June, 1950, that the 
Oklahoma State Medical Association hereby denounces 
as undemocratic and un-American, all and any efforts 
which will result in the socialization of any business, 
industry, group or profession, and 

BE IT FURTHER RESOLVED that copies of this 
Resolution are to be directed to the President of the 
United States and the members of the Oklahoma Dele- 
gation in Congress. 

RESOLUTION 

WHEREAS, in its beginnings the American Medical 
Association concerned itself exclusively with the devlop- 
ment of the art and science of medicine, and 

WHEREAS, the unequaled progress of the science of 
medicine in the United States can in a great degree 
be attributed to the efforts of the American Medical 
Association, and 

WHEREAS, There was for many years no need for 
the American Medical Association to concern itself with 
the social and economic problems of the nation, and 

WHEREAS, realizing that the situation had changed 
and that if the medical profession was to continue to 
insure to the people of the United States the very best 
in health and medical care, the American Medical 
Association would be compelled to exert its efforts not 
only toward the scientific development of medicine, 
but toward the solution of social and economic prob 
lems being brought upon us in a great degree by social 
planners in our government, and 

WHEREAS, the American Medical Association, recog 
nizing its responsibility, has risen to the challenge and 
is now engaged in a national educational campaign 
designed to emphasize to the people of the nation and 
to Congress the destructive effects which any type of 
socialized medicine would produce in the health and 
medical care of the people; the great burden such a 
system would impose on the national economy and the 
taxpayer; and the ethical, moral, and scientific degen 
eration such systems invariably produced in the medical 
profession and the unfortunate effects upon the people 
in general, 

NOW, THEREFORE, BE IT RESOLVED, by the 
House of Delegates of the Oklahoma State Medical 
Association at its 57th Annual Meeting in Oklahoma 
City, Oklahoma, this 4th Day of June, 1950, that the 
Oklahoma State Medical Association reaffirms its sup- 
port of the educational program of the American Med- 
ical Association and commends the American Medical 
Association, its officers, and the directors of the edu- 
eational campaign for their untiring efforts which are 
now beginning to produce results, and 

BE IT FURTHER RESOLVED that copies of this 
resclution shall be directed to the President of the 
American Medical Association, to its secretary, and 
general manager, and to the Directors of its Edu- 
cational Campaign. 

* * * 


The following resolution was passed unanimously by 





September, 1950 


the Pittsburg County Medical Society and will be 
presented to the House of Delegates by the represen 
tatives of the County at the June meeting. 
RESOLUTION 
TO: The House of Delegates of the Oklahoma State 
Medical Association. 
FROM: The Pittsburg County Medical Society. 

Whereas, it is the opinion of many physicians and 
laymen that: 

l. The educational plan for training physicians has 
been in the direction of excessive specialization: 

2. That this program has produced a concentration of 
physicians in cities and larger centers, to the neglect 
of the smaller communities: 

3. That the medical profession and medical schools 
are recognizing their mistake and are making an effort 
to correct it: 

4. That hospitals are being built and physicians are 
being provided in the smaller communities: 

And whereas, the proper application of good medical 
care and hospital service is dependent to a large extent 
on adequate assistance by the allied professions, the 
main one of which is the nursing profession: 

And whereas, the requirements imposed on any hos 
pital for operating a training school for nurses are 
such that many hospitals are Closing their training 
schools: 

And whereas, the requirements of said training schools 
are such that many deserving, capable, and willing girls 
cannot enter: 

And whereas, training schools now are only in the 
larger centers and girls receiving training in these 
centers never return to their home communities: 

And whereas, there is an extreme shortage of trained 
nurses in cities of 20,000, and smaller, and that hos 
pitals in these communities do not have adequate super 
vision, and that nursing care to the patients is admin 
istered by nurses aids with little or no training, and 
often the service rendered is very inferior in character: 

And whereas, proper staffing of hospitals in smaller 
communities with trained nursing personnel is essential 
to providing adequate medical care to these communities: 

Therefore, be it resolved that the Oklahoma State 
Medical Association request the American Medical 
Association to urge and work with the American Nurses 
Association, the American Hospital Association, The 
American College of Surgeons, and any other organiza 
tion involved to devise some plan whereby an adequate 
ly trained personnel can be provided to relieve this 
situation and that such changes be made in the nurses 
training program that a satisfactory plan can _ be 
executed. 

BE IT FURTHER RESOLVED that the Oklahom: 
State Medical Association shall work with the Okla 
homa State Nurses Association and the Oklahoma Stat 
Hospital Association to aid in this program at a state 
level, and that copies of this resolution be sent to al 
other state medical associations. 

RESOLUTION 

WHEREAS, the people of the State of Oklahoma 
and the United States, as a result of the untiring efforts 
of the medical profession, now enjoy the best health, 
the finest medical care and the greatest life expectancy 
of any comparable group of people in the world, and 
WHEREAS, those great benefits to the people have 
been made possible and have become a reality under 
system of medical practice unfettered by governmenta 
interference and control, and 

WHEREAS, the adoption of any type of socialized 
medicine or national compulsory health insurance it 
other countries of the world in every case has clearly 








e 








September, 1950 





demonstrated a lowering in the health standards of 
the people and a lessening of the quality of their medi 
eal care in addition to imposing an unbearable burden 
on the national economy and the taxpayers, and, 

WHEREAS, such systems of government medicine 
have in every nation in which they have been tried, re 
sulted in ethical, moral and scientific degeneration ot 
the medical profession, and, 

WHEREAS, the medical profession in Oklahoma 
stands firm in its belief in the traditional American 
principles of freedom of enterprise in all fields of 
endeavor, and, 

WHEREAS, no system of socialized medicine or gov 
ernment medicine can be reasonably considered to be 
consistent with its principles; 

NOW THEREFORE BE IT RESOLVED, that the 
House of Delegates of the Oklahoma State Medical 
Association at its 57th Annual Meeting in Oklahoma 
‘ity, Oklahoma, this 4th day of June, 1950, expresses 
the unalterable opposition of the Oklahoma State Med 
eal Association to any system which will enforce upon 
the people of this state and the United States any 
type of governmentally controlled and administered med 
eal care, and, 

BE IT FURTHER RESOLVED, that copies of this 
esolution shall be directed to the President of the 
United States, to the members of the Oklahoma dele 
vation in Congress, to the Chairman of the United 
States Senate Committee on Labor and Foreign Com 
nerce, to the Federal Security Administrator, and to 
the headquarters of the American Medical Association. 

RESOLUTION 

WHEREAS From time to time circumstances and 
situations develop between hospitals, physicians and 
Voluntary Health Plans and; 

WHEREAS The responsibility for protecting the 
ealth of the public lies within the scope of the hos 
ital, physician and Voluntary Health Plan as it pet 
ains to the public’s health and welfare, and; 

WHEREAS The House of Delegates of the American 
Medical Association recommended to each of its con 
tituent state associations at its annual session held 
n Atlantic City, New Jersey, June 6 to 10, 1949, the 
stablishment of a committee on hospitals and profes 
ional relations to be available to receive complaints 
rom any physician, hospital, medical organization o1 
ny other interested person or group with reference to 
rofessional or economic relations existing between doc 
ors of medicine, hospitals or Voluntary Prepayment 
Medical Plans, 

NOW THEREFORE BE IT RESOLVED That the 
louse of Delegates of the Oklahoma State Medical As 
ociation be requested to endorse this action of the 
\merican Medical Association to the end that such a 
ommittee be immediately created within the framework 
f the Oklahoma State Medical Association, and 
BE IT FURTHER RESOLVED That the Oklahoma 
‘tate Medical Association requests its County Medical 
societies to create like committees for a like purpose if, 
1 the judgment of the county societies, there is a need 
r such a committee within its jurisdictional area. 

RESOLUTION 

WHEREAS, the medical profession has in the in 
rests of the public, and most state laws, restricted 
1e corporate practice of medicine, and 
WHEREAS, medical service and hospital service have 
een defined by the American Medical Association, and 
WHEREAS, many hospitals are causing physicians 
render medical service in violation of the principles 
medical ethies, and 
WHEREAS, any hospital following such practices is 
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in violation of state law, and 

WHEREAS, it is believed that this problem of proper 
hospital service and medical care should, for the pu 
pose of uniformity, be decided on a National level 

NOW THEREFORE BE IT RESOLVED that the 
Delegates from the Oklahoma State Medical Associa 
tion to the American Medical Association be commend 
ed for their past support of these principles and 

BE IT FURTHER RESOLVED that this House of 
Delegates requests the Delegates to continue their sup 
port of any resolution or Committee report submitted 
for consideration by the House of Delegates of the 
A. M. A., at its 1950 session, which resolution or report 
removes professional services, as have been defined bey 
the A.M.A., from hospital control: such method or 
removal or separation to not be in violation of the prin 


ciples of medical ethics or any State or Federal law 
RESOLUTION 

WHEREAS, The position of President of the Okla 
homa State Medical Association is an important re 
sponsibility requiring a sacrifice of personal and pro 
fessional time of the physician upon whom conferred, 
is necessarily financially penalizing him in his practice, 
and 

WHEREAS, in the course of his official duties the 
President of the Association shall incur certain expenses 
and 

WHEREAS, the financial penalty of holding this 
office is consequently so great as to discourage many 


physicians who possess high requirements for office, and, 

NOW, THEREFORE, BE IT RESOLVED, THAT 
all of the expenses of the President of the Oklahoma 
State Medical Association in the discharge of official 
duties be paid for from the funds of the Association 

BE IT FURTHER RESOLVED, that this action by 
the House of Delegates become effective immediately 
upon passage. ‘ 

RESOLUTION 

FOR PRESENTATION TO THE HOUSE OF DELE 
GATES OF THE OKLAHOMA STATE MEDICAL 
ASSOCIATION, JUNE 4, 1950 

WHEREAS, the Department of the Army has an 
nounced plans to suspend publication of the valuable 
medical reference index, The Index Catalog of the 
Surgeon General's office, and 

WHEREAS, many libraries, medical libraries, and 
other agencies are in need of many back issues of the 
Index to complete permanent files, and 

WHEREAS, this reference source is invaluable to 
scolars and students of medicine, and 

WHEREAS, past sets of the Index Catalog are out 
of print and unobtainable, 

NOW THEREFORE, ba it resolved that the House 
of Delegates of the Oklahoma State Medical Associa 
tion instruct the officers of the Association to take im 
mediate and effective steps to have introduced into the 
national Congress a bill to appropriate sufficient funds 
to reprint all back issues of the Index in numbers 
sufficient to meet the current demand, and 

BE IT FURTHER RESOLVED, that a report of the 
progress of this project be reported to the Council 
not later than September 1, 1950 and that copies of this 
resolution be sent to all Oklahoma Congressmen. 

RESOLUTION 

The Board of Trustees of the Oklahoma Blue Cross 
and Blue Shield Plans recognize the basic principle that 
these non-profit voluntary plans shall not interfere with 
the doctor-hospital-patient relationship; and that the 
execution of these plans shall not, in any community, 


employ regimentation of the profession in any way 


Since the doctors are free to admit, administer to, 
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and discharge patients from hospitals without restric- 
tion, it is obvious that the financial success or failure 
of these plans is in the hands of the attending physic- 
ian. Recognizing these precepts, the profession must as- 
sume its responsibility in the execution of these pro- 
grams. 

Therefore, be it resolved that the House of Dele- 
gates of the Oklahoma State Medical Association hereby 
instruct each County Society to appoint a liaison com- 
mittee with the prepayment plans composed of three or 
or more M.D.’s who may be past presidents, who will 
also be empowered to handle grievances with the com- 
mercial insurance companies, and the functions of which 
shall be to invite reports from these non-profit vol- 
untary prepaid plans where a lack of cooperation by 
the profession, individually or in groups, exists, and 
that the committee cooperate with the plans in bringing 
about relationships that will assure success of the pre- 
paid program, Unless such cooperation is forthcoming 
in the respective communities, the plans are justified in 
terminating their activity in such communities. 

RESOLUTION 

WHEREAS, the advancement of medical science and 
knowledge and the consequent increase in the com- 
plexity of present day medical care has brought about 
an unavoidable increase in the costs of medical care, and 

WHEREAS, this increased cost, along with present 
general inflationary tendencies is a heavy burden upon 
any person requiring medical and hospital care at a 
time when he is least able to bear such a burden, and 

WHEREAS, voluntary health and medical care plans 
are available and offer to all the people a means of 
budgeting the necessary expenses of such care, and 

WHEREAS, these voluntary plans are available with- 
out governmental interference and regulation, and 
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WHEREAS, these plans are now being provided at a 
cost to the individual much lower than would be the 
cost of any type of national compulsory health insur- 
ance, and 

WHEREAS, these voluntary plans for medical care 
are growing daily and can readily be expanded to in- 
clude all persons who could be covered under any gov- 
ernment plan, 

NOW, THEREFORE, BE IT RESOLVED by the 
House of Delegates of the Oklahoma State Medical 
Association at its 57th Annual Meeting in Oklahoma 
City, Oklahoma, this 4th day of June, 1950, that the 
Oklahoma State Medical Association hereby reaffirms 
its support and endorsement of every type of voluntary 
health and medical care coverage available through the 
commercial insurance companies, fraternal organizations, 
the Blue Cross and Blue Shield, or any other voluntary 
societies. 

Doctor E. H. Shuller, of McAlester, was recognized 
and congratulated Doctor Garrison on his leadership 
during the past year and asked for a standing vote of 
appreciation to Doctor Garrison. 

The Speaker requested the Sergeants-At-Arms_ to 
escort the newly elected officers to the front. Doctor 
McGill introduced the new officers. George H. Garrison, 
M.D., expressed his personal pleasure at having served 
as President of the Oklahoma State Medical Association. 

The business of the 1950 meeting of the House of 
Delegates having been completed the Speaker of the 
House declared the meeting adjourned at 10:00 P. M. 

Respectfully submitted, 

L. Chester McHenry, M.D. 

Speaker of the House 
Reported by Rosalee Baskins 





Sixteenth Annual Meeting . 


Arthur J. Bedell, M.D., 
Albany Medical College, Albany, N. 


University of Minnesota, St. Paul, Minn. 
Amos Christie, M.D., Prof. 
sity, Nashville, Tenn. 
College Medical School, Boston, Mass. 
University, Philadelphia, Pa. 
kins University, Baltimore, Md. 


of Medicine, Univ. of Pennsylvania, Philadelphia, Pa. 


University, San Francisco, Cal. 


delphia, Pao. 





PLAN NOW TO ATTEND 


THE POST GRADUATE ASSEMBLY OF SOUTH TEXAS 


November 20, 21, 22, 1950 


SHAMROCK HOTEL —————— HOUSTON, TEXAS 


Three Separate Sections: Medical, Surgical and Eye, Ear, Nose and Throat 
9:00 A.M. ... to... 6:00 P.M. Daily 


DAILY LUNCHEON — For All Sections Combined — 
Followed by Program of Relaxation and Questions and Answers 


DISTINGUISHED GUEST SPEAKERS 
RECEPTION AND DANCE ... TUESDAY EVENING — NOV. 2ist. 


Emeritus Prof. of Ophthalmology, Julius Lempert, M.D., 


William Boyd, M.D., Prof. of Pathology and Bacteriology, Francis W. Lynch, M.D., Clinical Prof. 
tology, University of Minnesota, St. Paul, Minn. 


of Pediatrics, Vanderbilt Univer- Robert B. Mciver, M.D., Chief, Dept. of Urology, Duval 


Willi Di h M.D., Prof. f linical Medici Tuft 
ae Semen, D. Post. of inten —— ee Robert A. Ross, M.D., Associate Prof., Obstetrics and Gyne- 
c 


©. Spurgeon English, M.D., Prof. of Psychiatry, Temple Been Suth. 0D. 


Nicholson J. Eastman, M.D., Prof. of Obstetrics, Johns Hop- Dr. Howord B. Sprague, Associate Physician ot the Massa- 


L. Kroeer Ferguson, M.D., Prof. of Surgery, Graduate School George H. Thiele, M.D. 
L. H. Garland, M.D., Clinical Prof. of Radiology, Stanford : 
of Illinois, Chicago, Ill. ‘ 
John H. Gibbon, Jr., M.D., Prof. of Surgery and Director of Nathan A. Womack, M.D., Prof. of Surgery and Head of 
Surgical Research, The Jefferson Medical College, Phila- 


INTERESTING AND INSTRUCTIVE SCIENTIFIC EXHIBITS, TECHNICAL EXHIBITS AND MOTION PICTURES. 
REGISTRATION FEE $20.00 COVERS ALL FEATURES 
(Reduced Fee of $10.00 to doctors on Active Duty in the Armed Forces) 
FOR FURTHER INFORMATION ADDRESS THE POST GRADUATE MEDICAL ASSEMBLY OF SOUTH TEXAS 
229 Medical Arts Building, Houston, Texas. 


Director of Surgery and Post Grad- 
vate Teaching, Lempert Institute of Otology, New York 
City. 

Division of Dermo- 





Medical Center and St. Vincent's Hospital, Jacksonville, 
Fla. 


cology, Duke University, Durham, N. : 
Assistant Prof., Ophthalmoiogy, New 
York University College of Medicine, New York City. 


chusetts General Hospital and Clinical Associate in Med- 
icine at Harvard Medical School. 
Co-Chief, Colon Surgery, Kansas 
City General Hospital, etc., Kansas City, °. 

E. Van Alyeo, M.D., Associate Clinica! Prof. University 


Dept. of Surgery, State University of lowa, lowa City, 
lowa. 





<< 

















September, 1950 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 439 


OFFICERS OF COUNTY SOCIETIES, 1950 






































; COUNTY PRESIDENT SECRETARY MEETING TIME 
} Alfalfa.......... = .....Jack F. Parsons, Cherokee John X. Blender, Cherokee Last Tues. each 
Second Month 
} Atoka-Bryan-Coal- 

4 pS Eee B. B. Coker, Durant W. A. Hyde, Durant 
i] Beckham K. Speed, Sayre V. R. Payne, Cheyenne Second Tuesday 
; Blaine.......... Be acehiahcbinel L. Rogers, Canton Virginia Curtin, Watonga Second Thursday 
: PI cceccintitcasdmesiassiniainit Paul Smith, Carnegie E. T. Cook, Jr., Anadarko Third Thursday 
Canadian................. ..Joseph H. Goldberger, El Reno Jack W. Myers, El Reno Subject to Call 
OE ESE Pat Lawson, Marietta Ethel M. Walker, Ardmore Second Tuesdav 
‘*herokee... seveesseeeeeeeel. H. Medearis, Tahlequah R. K. MeIntosh, Jr., Tahlequah First Tuesady - 
) shoctaw- MeC surtain- 
Pushmataha............. Floyd L. Waters, Hugo H. D. Wolfe, Hugo 
Cleveland.................- .James F, Hohl, Norman James O. Hood, Norman Fourth Thursday 
Te Lawrence W. Ferguson, Lawton Yharles Graybill, Lawton Second Tuesday 
na ates Willard L. MeGraw, Walters Mollie Scism, Walters Third Friday 
ee a L. P. Hetherington, Miami J. E. Highland, Miami 

: Creek... sescceeesereeeeeeeede FF. Curry, Sapulpa Walter Cale, Sapulpa Second Tuesday 

‘ EERIE a ere C. B. Cunningham, Clinton J. B. MeGolrick, Clinton Third Thursday 

‘ Garfield- niin sher aeuidl Charles J. Roberts, Enid Roscoe C. Baker, Enid Fourth Thursday 

JarviN........... Jesse R. Waltrip, Pauls Valley John R. Callaway Pauls Valley Wed. before 3rd 

) Thur. 

. TAAY....-.-.--ee------e--------Aaron Little, Chickasha B. B. MeDougal, Chickasha Third Thursday 

NS Ree I. V. Hardy, Medford F. P. Robinson, Pond Creek 

4 gad David Fried, Mangum J. B. Hollis, Mangum °nd Mon. Ea. Mo. 

Haskell-LeFlore............ N. K. Williams, McCurtain G. M. Hogaboom, Heavener 

‘ ee L. A. S. Johnston, Holdenville Gene Slagel, Holdenville Third Tuesday 

: lackson...........-....---------Willard D. Holt, Altus Malcolm Mollison, Altus Last Monday 

J jefferaen.........-.---. Phillip Kouri, Ryan John B. Jacob, Waurika Second Monday 
! Kav-Noble...... ...... W. Francis, Perry N. H. Cooper, Ponea City Second Thursday 

p C. D, Northeutt, Ponca City, 
Executive Secretary 
<iowa-Washita............M. Wilson Mahone, Hobart William Bernell, Hobart First Wednesday 
Aimcoln............----.----------Harold T. Baugh, Meeker Edward F. Hurlbut, Meeker Third Tuesday 
ET einrsceneniaetannansanneeens Phillips R. Fife, Guthrie John Souter, Guthrie 
SS ERE er Paul Obert, Purcell W. C. MeCurdy, Jr., Purcell 

\luskogee-Sequoyah 
: Wagoner....................Carson L, Oglesbee, Muskogee Virgil D. Mathews, Muskogee First Tuesday 
: Northwestern................E. A. MeGrew, Beaver C. W. Tedrowe, Woodward 2nd Thurs. Even Mo. 
‘kfuskee...... ewsusssveeeeee-M, L. Whitney, Okemah Dayton Rose, Okemah 2nd Mon. Ea. Mo. 

: ND ciitinencentccmnien John F. Kuhn, Oklahoma City Ralph Smith, Oklahoma City Fourth Tuesday 
: Mrs. Muriel Waller, Exee. Secty. 
: i, RCT M. L. Peter, Okmulgee S. B. Leslie, Okmulgee Second Monday 
| sage........ ...---- Vincent Mazzarella, Hominy Paul Williamson, Pawhuska Third Thursday 
: ‘ayne- Pawnee... MM. L. Saddoris, Cleveland J. H. Rollins, Pawnee Third Friday 
: ‘ittsburg......-.. a. William P. Lerblance, Jr., H. C. Wheeler, McAlester Third Friday 
~~~ 
‘ ‘ontotoe-Murray..........E. by Muntz, Ada C. P. Taylor, Jr., Ada Ist and 3rd Wed. 
1 ittawatomie...............C. C. Young, Shawnee Clinton Gallaher, Shawnee Third Wednesday 
4 ers-Mayes...........-- Paul B. Cameron, Pryor P. S. Anderson, Claremore Third Wednesday 
i OS ES J. D. Wood, Seminole Mack Shanholtz, Wewoka Third Wednesday 
/ OEE W. R. Cheatwood, Duncan Fred W. Taylor, Duncan Third Wednesday 
OXAS....-.-e-cee--ee-eeeeeeeeeet. A. Hopkins, Guymon W. N. Oxley, Texhoma 
| SD rciniceniinisinnnrincnannih J. E. Arrington, Frederick O. G. Bacon, Frederick 
: 18@.........----c-ce---0---------F Fed E. Woodson, Tulsa John G. Matt, Tulsa Second and Fourth 
' Mr. Jack Spears, Exec. Secty. Monday 
ll Nowata....R. C. Gentry, Bartlesville R. J. Bogan, Bartlesville 
eae ....D. B. Ensor, Hopeton W. F. LaFon, Alva 2nd Wed. Odd Months 
: STATE BOARD OF HEALTH COMMITTEE ON STANDARDIZATION 
(As approved by the Crippled Children Act) 
Grady F. Mathews, M.D., Oklahoma City. Earl D. McBride, M.D., Chairman, 605 N. W. 10th St, 
J ; ey yg | M.D., Alva, Vice-Chairman 

: en an ee See Reno (9): OS. 4 c N. eaiten Secretary, 805 Midwest Bldg., Oklahome 

: r ity. 

D... Cuspph (6); © A: Reuntres, (AD. Cbihhome oxy (7p: J. F. Park, M.D., McAlester; Floyd Newman, M.D... Shat- 

: ed, D.O., Tulsa (4); Charles Ed White. M.D., Muskogee tuck; E. Eugene Rice, M.D., Shawnee, and M. M. Williams, 

; Otto Whiteneck, D.D.S., Enid (2); T. H. McCarley, MD. D.D.S., Chickasha. 

Alester (9); Roy L. Fisher, M.D., Frederick (4) REGIONAL DIRECTORS AMERICAN CANCER SOCIETY 

STATE BOARD OF MEDICAL EXAMINERS (Representing Kansas, Missouri, Arkansas, Oklahoma, Texas) 

3 H. C. Weber, M.D., Bartlesville, President; Clinton Galla- C. C. Nesselroade, M.D.. Kansas City, Missouri. 

3 ’ » MD., Shawnee, Secretary; R. B. Gibson, M.D., Ponca Everett S. Lain, M.D., Oklahoma City. 

3 ; Hugh H. Monroe, M.D., Pauls Valley; Everett G. King, Executive Director 

: , Duncan; O. C. Newman, M.D., Shattuck; and John C. J. R. B. Branch, M.D., Commerce Exchange Bldg., Oklahome 

: 4 M.D., Tulsa. City, Okla. 
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OFFICERS 


President: Ralph A. McGill, M.D., Tulsa 

Vice-President: Malcom Phelps, El Reno 

President-Elect: L. Chester McHenry, M.D., Oklahoma 
City 

Secretary-Treasurer: Lewis J. Moorman, M.D., Oklahoma 
City 

Speaker of- the House of Delegates: A. R. Sugg, M.D., Ada 

Vice-Speaker of the House of Delegates: W. K. Haynie, 
M.D., Durant 

Delegates to the A.M.A.: John F. Burton, M.D., Oklahoma 
City, and James Stevenson, M.D., Tulsa 

Alternate Delegates: Maurice J. Searle, M.D., Tulsa; and 
Finis W. Ewing, M.D., Muskogee 


GENERAL COUNSEL 
Keaton-Wells-Johnston and Lytle 
Commerce Exchange Building 
Oklahoma City, Oklahoma 





COUNCILORS AND VICE-COUNCILORS 
District No. 1: Craig, Delaware, Mayes, Nowata, Ottawa, 
Rogers, Washington.—F. S. Etter, M.D., Bartlesville (C) 
1953; J. E. Highland, M. D., Miami (V-C) 1953. 


District No. 2: Kay, Noble, Osage, Pawnee, Payne.—L. A. 
Mitchell, M.D., Stillwater (C) 1951; J. W. Francis, M.D., 
Perry (V-C) 1951. 


District No. 3: Garfield, Grant, Kingfisher, Logan.—Bruce 
Hinson, M.D., Enid (C) 1952; C. M. Hodgson, M.D., King- 
fisher (V-C) 1952. 

District No. 4: Alfalfa, Beaver, Cimarron, Ellis, Harper, 
Major, Texas, Woods, Woodward—O. C. Newman, 
Shattuck (C) 1953; L. R. Kirby, M.D., Cherokee (V-C) 1953. 

District No. 5: Beckham, Blaine, Canadian, Custer, Dewey, 
Roger Mills.—A. L. Johnson, M.D., El Reno, (C) 1951; Ross 
Deputy, M.D., Clinton (V-C) 1951. 


District No. 6: Oklahoma.—R. Q. Goodwin, M. D., Okla- 
homa City (C) 1952; W. W. Rucks, Jr.. M.D., Oklahoma 
City (V-C) 1952. 


District No. 7: Cleveland, Creek, Lincoln, Okfuskee, Pot- 
tawatomie, Seminole.—Ned Burleson, M.D., Prague (C) 


1953; W. T. Mayfield, M.D., Norman (V-C) 1953 


District No. 8: Tulsa.—V. K. Allen, M.D., Tulsa (C) 
1951; W. S. Larrabee, M. D., Tulsa (V-C) 1951. 


District No. 9: Adair, Cherokee, McIntosh, Muskogee, 
Okmulgee, Sequoyah, Wagoner.—Shade Neely, M.D., Mus- 
soe (C) 1952; F. R. First, Jr., M.D., Checotah, (V-C) 
l ° 


District No. 10: Haskell, Hughes, Latimer, LeFlore, Pitts- 
burg.—E. H. Shuller, M.D., McAlester (C) 1953; Paul Ker- 
nek, M.D., Holdenville (V-C) 1953 


District No. 11: Atoka, Bryan, Choctaw, Coal, perCustate. 
Pushmataha.—A. T. Baker, M.D., Durant (C) 1951; L. E. 
Gee, M.D., Broken Bow (V-C) 1951. 


District No. 12: Carter, Garvin, Johnston, Love, Marshall, 
McClain, Murray, Pontotoc.—J. H. Veazey, M.D., Ardmore 
(C) 1952; W. T. Gill, M.D., Ada (V-C) 1952. 


District No. 13: Caddo, Comanche, Cotton, Grady, Jeffer- 
son, Stephens.—-H. M. McClure, M.D., Chickasha (C) 1953; 
J. B. Miles, Anadarko (V-C) 1953. 

District No. 14: Greer, Harmon, Jackson, Kiowa, a a 


Washita. L. G. Livingston, M.D., Cordell (C) 1951; J. 
Hollis, M.D., Mangum (V-C) 1951. 





SPECIAL COMMITTEES 


Crippled Children: Earl D. McBride, M.D., Oklahoma City, 
Chairman; L. S. Willour, M.D., McAlester; Ben H. Nicholson, 
M.D., Oklahoma City; D. H. O'Donoghue, M.D., Oklahoma 
Ciey; C. A. Traverse, M.D., Alva; W. B. Mullins, M.D., Shaw- 
ness; lan MacKenzie, M.D., Tulsa. 


Industrial and Traumatic Surgery: J. S. Chalmers, M.D., 
Sand Springs, Chairman; Matt Connell, M.D., Picher; l. W. 
Bollinger, M.D., Henryetta. 


Insurance: John McDonald, M.D., Tulsa, Chairman; Byron 
Cordonnier, M.D., Enid. 


Medical Advisory Committee to the Vocational Rehabilita- 
tion Division: Clinton Gallaher, M.D., Shawnee, Chairman; J. 
O. Asher, M.D., Ardmore; Bert F. Keltz, M.D., Oklahoma 
City; John Perry, M.D., Tulsa; Fred O. Pitney, D.D.S., Okla- 
homa City; Mr. Harry Smith, Oklahoma City. 


Maternity and Infancy: E. N. Smith, M. D., Oklahoma City, 
Chairman; J. B. Snow, M.D.,'-Oklahoma City; Carl Simpson, 
M.D., Tulsa; C. W. Arrendell, M.D., Ponca City; Mack 
Shanholtz, M.D., Wewoka. 








Veterans Care Committee: LeRoy Sadler, M.D., Oklahoma 
City, Chairman; John F. Burton, M.D., Oklahoma City; Ben 
Ward, M.D., Tulsa; E. G. King, M.D., Duncan; James F. 
Curry, M.D., Sapulpa. 


Advisory Committee to Veterans Care Committee: F. Red- 
ding Hood, M.D., Oklahoma City; L. Gordon Livingston, M.D., 
Cordell; Ned Burleson, M.D., Prague; E. H. Shuller, M.D., 
McAlester; J. B. Miles, M.D., Anadarko; W. P. Neilson, M.D., 
Enid; W. G. Dunnington, M.D., Cherokee; L. S. McAlister, 
M.D., Muskogee; J. T. Colwick, M.D., Durant. 


Study and Control of Tuberculosis: Floyd Moorman, M.D., 
Oklahoma City, Chairman; F. P. Baker, M.D., Talihina; R. M. 
awe. M.D., Tulsa; Richard M. Burke, M.D., Oklahoma 

ity. 


Rural Health: Ned Burleson, M.D., Prague, Chairman; J. 
A. Morrow, M.D., Sallisaw; M. H. Newman, M.D., Shattuck; 
F. Keith Oehlschlager, M.D., Yale. 


Allied Professions Committee: R. Q. Goodwin, M.D., Okla- 
homa City, Chairman; T. C. Glasscock, M.D., Ponca City; 
J. B. Hollis, H.D., Mangum; J. Wendell Mercer, M.D., Enid; 
Fred T. Fox, M.D., Lawton; Horton E. Hughes, M.D., Shaw- 
nee; J. E. Highland, M.D., Miami; C. E. Lively, M.D., Me- 
Alester; B. B. Coker, M.D., Durant. 


Necrelogy: P. P. Nesbitt, M.D., Tulsa; George H. Niemann, 
M.D., Ponca City. 


Postgraduate Committee: Harry E. Daniels, M.D., Chair- 
man, Oklahoma City; Floyd T. Bartheld, M.D., McAlester; 3. 
William Finch, M.D., Hobart; R. C. Gentry, M.D., Bartlesville; 
O. R. Gregg, M.D., Norman; W. A. Hyde, M.D., Durant; John 
F. Kuhn, Jr., M.D., Oklahoma City; Harold H. Macumber, 
M.D., Chickasha; O. L. Parsons, M.D., Lawton; C. J. Roberts, 
M.D., Enid; Homer A. Ruprecht, M.D., Tulsa; Fred W. Sell- 
ers, M.D., Mangum; Wendell L. Smith, M.D., Tulsa, and Il. 
F. Stephenson, M.D., Alva. 


Advisory Committee to Woman’s Auxiliary: F. Redding 
Hood, M.D., Oklahoma City, Chairman; V. K. Allen, M.D. 
Tulsa; Francis M. Duffy, M.D., Enid; James McMurry, M.D. 
Sentinel; Homer C. Wheeler, M.D., McAlester. 


STANDING COMMITTEES 


Annual Sessions: George Garrison, M.D., Oklahoma City 
Ralph McGill, M.D., Tulsa; Lewis J. Moorman, M.D., Okla- 
homa City. 


Study and Control of Infectious Diseases: Marvin D 
Henley, M.D., Tulsa, Chairman (1); Wendell J. Mercer, M.D., 
Enid (2); John Shackelford, M.D., Oklahoma City (2); 
Russell Pigford, M.D., Tulsa (1); C. P. Bondurant, M.D.., 
Oklahoma City (3); Eugene Arrendell, M.D., Ponca City (3). 


Medical Economics: L. B. Word, M.D., Bartlesville, Chair- 
man (3); J. Hoyle Carlock, M.D., Ardmore (2); Frank 
Harbison, M.D., Oklahoma City (2). 


Credentials: A. R. Sugg, M.D., Ada, Chairman (1); Me- 
Lain Rogers, M.D., Clinton (2); Finis Ewing, M.D., Musko- 
gee (2); A. B. Smith, M.D., Stillwater (3); R. G. Obermiller 
M.D., Woodward (3). 


Medical Education and Hospitals: James Stevenson, M.D 
Tulsa, Chairman (1); Sam McKeel, M.D., Ada (2); Johr 
Carson, M.D., Shawnee (2); W. W. Cotton, M.D., Atoka (1) 
Henry H. Turner, M.D., Oklahoma City (3); Ray Lindsay 
M.D., Pauls Valley (3). 


Public Policy and Publicity: McLain Rogere. M.D., Clin 
ton, Chairman (2); John McDonald, M.D., M.D., Tulsa (2) 
John W. Records, M.D., Oklahoma City (1); L. J. Starry 
M. D., Oklahoma City (1); Joe L. Duer, M.D., Woodwar 
(3); C. W. Arrendell, M.D., Ponca City (3). 


Conservation of Health: Onis Hazel, M.D., Oklahoma City 
Chairman (1); Glen McDonald, M.D., Pawhuska (2); W. K 
Haynie, M.D., Durant (1); Elton LeHew, M.D., Guthrie (3) 
Rhonald Whiteneck, M.D., Waynoka (3). 


Scientific Work: Homer A. Ruprecht, M.D., Tulsa, Chair 
man (3); Maurice J. Searle, M.D., Tulsa (1); J. H. Robinsor 
M.D., Oklahoma City (2); W. W. Sanger, M.D., Oklahom 
City (1); J. M. Parrish, M.D., Oklahoma City (3). 
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